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many things 
consider 


The choice of an oral estrogen 
depends on many factors— 
potency, dosage, safety and cost. 
On the basis of cost alone, a sound choice 
is difficult. An oral estrogen that appears 
to “cost less” may be wanting in potency; another 
may provoke troublesome side actions. On 

the basis of potency, however, the differences 
among oral estrogens are enlightening. 


(brand of ethinyl estradiol) 


is by far the most potent oral estrogen 


in clinical use today. Estiny* is from 7 to 87 times as potent as the most 
active stilbenes in use. EstTInyYL is given in almost incredibly small dosage 
—as little as 0.02 mg. (1/3200 gr.) which is sufficient to control meno- 
pausal symptoms in many cases. 


This extraordinary clinical activity has practical importance. It is char- 
acterized by virtual freedom from untoward reactions. Such low dosage 
obviously results in lower cost. 


There are many things to consider in choosing an oral estrogen. Duly 
considered, EstinyYL is an oral estrogen of choice. 


ESTINYL Tablets, 0.02 or 0.05 mg., in bottles of 100, 
250 and 1000. 


ESTINYL Liquid, 0.03 mg. per 4 cc. (teaspoonful), in 
bottles of 4 and 16 oz. 


*® 


LO UCC, CORPORATION * BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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How Baby Lotion 10FA* reduces 
summer incidence of MILIARIA 


As you know, during June, July and Au- 
gust, case incidence of miliaria soars, and 
with it, the case incidence of impetigo. 

Over a period of two years, the effects 
of various skin care preparations were 
studied in a large Chicago hospital. 2,077 
infants were observed. 

With ordinary methods, case incidence 
of miliaria rose as high as 55% during the 
summer months. But among infants giv- 
en routine skin care with Lotion 10FA,* 
an oil-in-water emulsion, the incidence 
dropped as low as 3%—and there was not 
one case of impetigo. 

A complete report of these extensive 
studies appeared in the American Journal 


*Available commercially as 


JOHNSON'S 
LOTION 


of Diseases of Children (March, 1948). 
A significant excerpt: 

**An important advantage of Lotion 
10FA* accrues from the inherent discon- 
tinuous, but protective, film, which does 
not interfere to any significant degree 
with the metabolic and respiratory func- 
tions of the skin.” 


FREE! Mail coupon for 12 distribution samples! 


Joh & Joh , Baby Products Division 
Dept. B4, New Brunswick, N. J. 

Please send me, free of charge, 12 distri- 
bution samples of Johnson‘s Baby Lotion. 


Name. 


Street. 


City. State. 
Offer limited to medical profession in U.S.A. 


True in *3 8 66Because of the convenience, 7 adequate 
dose, and better tolerance, the trend is toward 
the use of ferrous sulfate . . .99 


Sielke, E.L.: Rhode Island M.J. 
21:61 (April) 1938 


True i n 9 48 66No iron preparation has proved superior to fer- 


rous sulfate, with respect either to economy or 


efficacy. 99 
ted Emerson, C.P., Jr.: M.Clin. North America 


32:1264 (Sept.) 1948 


and True To d. a ry There are many iron preparations, but only Feosol 


Tablets provide ferrous sulfate with the special, 
S.K.F.-developed vehicle and coating that— 


1. prevent oxidation of the ferrous sulfate into the 
inferior ferric form 


2. assure prompt disintegration in the acid medium 
of the stomach and upper duodenum, where iron 
absorption is best. 


Each Feosol Tablet contains 3 grains exsiccated ferrous sulfate— 
the equivalent of approximately 5 grains crystalline ferrous sulfate. 


Feosol 


the standard iron therapy 


Smith, Kline & French Laboratories 
Philadelphia 
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EFFECTIVE ALONE... 


BETTER TOGETHER 


DEHYDROCHOLIC 
ACID: 


for a flushing effect 
upon the bile. of bile salts. 


~Hydro-e-Bilein 


Administered together in equal amounts, nat- 
ural and oxidized bile salts perform their functions in a complementary 
way. Such a mixture is Hypro-Bitem, Abbott’s new bile salts tablet 
which contains 2 grs. dried fresh ox bile and 2 grs. dehydrocholic acid. 

You will find Hypro-Brte1n Tablets effective 
in replacement therapy to improve the digestion and absorption of fat 
and fat-soluble vitamins; in flushing the biliary tract to remove inspissated 
bile and products of inflammation from the common duct and the hepatic 
duct; in post-cholecystectomy to assure that bile salts enter the intestinal 
tract; and in constipation to increase intestinal motility. 

The average dose is one tablet two to four 
times daily, preferably after meals. Dosage may be reduced if it produces 
an undesired laxative effect. Hypro-BiLet Tablets are available through 
pharmacies everywhere in bottles of 100 and 1000 sugar-coated tablets. 
ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


HYDRO-#BILEIN® 


(Bilein® and Dehydrocholic Acid, Abbott) 
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Soft Diet 


trying your patients’ patience? 


— try palatable 
Swifts Strained Meats 


Tempting, natural source of complete protein 


The things some patients on soft, 
smooth diets have to eat! It’s no 
wonder appetites lag. 

To perk up patients’ interest in 
foods, many doctors now prescribe 
specially prepared Swift’s Strained 
Meats when soft foods are indicated 
in a high-protein, low-residue diet. 
They help two ways. One, Swift’s 
6 varieties: Strained Meats taste so good. Few 
Beef, lamb, pork, patients can turn down real meat 
veut, goodness. 7wo, an excellent source of 
B vitamins, Swift’s Strained Meats 
help restore patients’ natural appe- 
tite for all foods. 


Originally prepared for infant feed- 
ing, Swift’s Strained Meats are soft, 
smooth (may easily be used in tube- 
feeding), slightly salted—cooked to 
retain all their delicious meat flavor. 
Six kinds for variety: beef, lamb, pork, 
veal, liver, heart. Each one 100% 
meat, they provide an excellent, 
palatable source of complete, high- 
quality proteins and hemapoietic 
iron. These meatsmake available simul- 
taneously all known essential amino 
acids . . . for optimum protein synthe- 
sis. Convenient — Swift’s Strained 
Meats are ready to heat and serve. 


The makers of Swift’s Strained Meats invite you to send — 
for your copy of “The Importance of Protein Foods in 
Health and Disease’?—a physician’s handbook of protein 
feeding, written by a doctor. Send to: 


COUNCILON 
FOODS AND 


All nutritional statements in this advertisement are | 
NUTRITION 


accepted by the Council on Foods and Nutrition of the 
American Medical Association. 
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For patients who can take 
Foods of less fine consistency 
—Swift?s Diced Meats 

S W i FT & C Oo M PA N Y offer tender morsels of nu- 
Chicago 9, Illinois tritious meat with templing 
flavors patients appreciate. 
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time is cut 
by half with 


TRADE MA 


In a recent study' of 200 consecutive cases of vaginc! and cervical surgery treated post- 
operatively with Triple Sulfa Cream average healing time was actually reduced 50 per 
cent. In all instances speculum inspection disclosed “a clean granulating surface without 
a superficial membrane attached, and no apparent slough present,” with resultant com- 
plete absence of malodorous vaginal discharge. Among 121 cases of cervical conization 
not a single instance of post-operative occlusion occurred, 


Triple Sulfa Cream, compounded of three selected sulfonamides, each with its own pH 
range of maximal activity, exercises potent antibacterial action against all the common 
wound pathogens. By reducing wound infection to a minimum, Triple Sulfa Cream as a 
post-operative dressing, promotes sound structural healing, shortens hospitalization, and 
simplifies nursing care. 


In many forms of vaginitis and cervicitis, also, Triple Sulfa Cream brings prompt relief of 
symptoms by virtue of its powerful bacteriostatic and bacteriocidal action at the actual 
site of invasion. 


1. Marbach, A. H.: Am. J. Obst. & Gynec. 55: 511, 1948. 


Triple Sulfa Cream is available in 3 ounce 
tubes, with or without the Ortho applicator. 


Ort 4 © pharmaceutical corporation 


Raritan, New Jersey 
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the single sharp 
needle-like ends 
of ordinary 


sutures cause pricking 


“CABLE-WIRE”’ 


multiple strands 
won't prick... 
they flex away 


from tissues 


tube. 


FOR ALL TYPES OF SURGERY 
“CABLE-WIRE" is suitable for all types of surgery such as artery, bone, cleft 
palate, fascie, plastic, hernia, nerve, tendon, thyroid, etc. 
NEW CONVENIENT LENGTHS: Packed in straight, not coiled 12 and 20 inch 


lengths, to save nurse's time in pre-operative preparation. Also available in 
100 foot spools. “CABLE-WIRE" is made in four sizes as follows: 0—00—000— 


No. W-2442, "CABLE- No. W-2443, "‘CABLE- No. W-2444, "'CABLE- 
WIRE" sutures, 20 inches WIRE" sutures, 12 inches WIRE" sutures, 100 foot 
long, packed 12 of one long, packed 12 of one _ spools. 

size to a cardboard to a cardboard 


SURGICAL SUPPLIES CO. 


160 E. 56TH ST., NEW YORK 22, N.Y. 


“CABLE-WIRE” 
the "MULTIPLE STRAND" Suture 


Unlike single strand sutures, “"CABLE-WIRE" does rot curl, twist or 
kink. Made from a specially treated stainless chrome steel, “CABLE- 
WIRE" consists of several! hair-like strands twisted together to form a 
pliable silk-like suture, which is easily tied, knotted and manipulated 
without kinking or breaking. Eliminates the “pricking'’ sensation 
frequently encountered with single strand metal sutures. “CABLE- 
WIRE," due to its construction "flexes away" from tissue when it 
meets resistance . . . it does not prick or puncture. 


““CABLE-WIRE”’ OFFERS— 
New convenient lengths 

. Smaller stitch punctures 

. Does not swell. Non-corrosive 
. Ties like silk. Non-absorbent 

. Moisture proof 

. Minimizes suture infection 
Complete flexibility 

. Easy to sterilize 

Does not stretch 

Eliminates pricking sensation 


Specializing in Cancer Instruments 
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The ideal initial form of nourishment 


is apple powder . . . Its value lies in the 
fact that when administered in full 


dosage it enables the infant’s digestive apparatus to 


tolerate and to utilize a high calory, high protein diet, 
provided the sugar content is kept low.29" 


pella 


APPLE POWDER 


= 


. Prompt Control of Diarrhea * No Constipation : No Starvation 


_ Average dose 4 level teaspoonfuls three times daily. Make thick 
paste first, then gradually dilute to consistency of apple sauce. 
Feed from spoon or dilute further and administer through 
enlarged nipple opening. Supplied in 7 oz. and 18 oz. jars. 


New York 13, N.Y. Winpsor, ONT. 


1. O’Keefe, E. S.: Am. Jour. Dis. Child., 76:616, Dec., 1948. 
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Readily available as: 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. 


Basic need is met when ‘Surfacaine’ (Cyclomethycaine, 
Lilly, is applied to damaged, irritated, or diseased 
skin and to rectal or genito-urinary membranes. Sus- 
taining comfort is provided promptly and thoroughly, 
yet safely, with this new type of surface anesthetic. 
Relief from pain usually lasts up to eight hours with 
‘Surfacaine.’ However, it may be reapplied freely at 
shorter intervals, if necessary, and over extensive 
areas. Unlike topical analgesics whose value is sharply 
limited by high toxicity, ‘Surfacaine’ may be used 
liberally. 

It is soothing to the tender skin of infants with diaper 
rash, to burns that are superficial or deep, to painful 
hemorrhoids, and to itching skin conditions. 


Ointment ‘Surfacaine,’ 1 percent, in 1-ounce tubes with 
removable, perforated rectal tips and in 1-pound 
and 5-pound jars 


Cream ‘Surfacaine,’ 0.5 percent, in l-ounce tubes and in 
1-pound and 5-pound jars 


Lotion ‘Surfacaine,’ 0.5 percent, n 4-ounce and 
1-pint bottles 


Suppositories ‘Surfacaine,’ 10 mg., in packages of 12 and 100 


Suppositories ‘Surfacaine,’ 10 mg,. and Sulfadiazine, 
325 mg., in packages of 12 


Suppositories ‘Surfacaine,’ 10 mg., and Zinc Oxide, 
250 mg., in packages of 12 
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Maternal and Child Welfare 


THE CLINICIAN’S STAKE IN PUBLIC PROGRAMS 
OF MATERNAL AND CHILD HEALTH 


Sarah S. Deitrick, M.D. 


UBLIC PROGRAMS of maternal and child 
health are comparatively new in this 
country, dating back only to the early 

years of the century. In this brief period of time, 
a great variety of activities have evolved under 
these programs. Well-child conferences and 
prenatal clinics, the first organized activities in 
this field, are still basic. But, as the papers of 
Dr. Davens and Dr. Howard clearly demonstrate, 
new knowledges have been acquired, new concepts 
have developed, new designs have been laid down, 
until at the present time there is no standard pat- 
tern for a maternal and child health program. 
They are marked as much by their diversity as 
by their similarity. Public programs for the care 
of crippled children, which in the beginning were 
limited to children with orthopedic and plastic 
defects, now provide services for children with 
other types of handicaps. As a consequence, the 
two programs have moved closer and closer to- 
gether until, in many instances, they merge so 
completely that it is often hard to tell where one 
ends and the other begins. Dr. Davens and Dr. 
Galvin describe activities that in some States are 
carried on under the maternal and child health 
program and, in other States, under the crippled 
children’s program. Dr. Oppenheimer indicates 
the close relationship between the two programs. 


Dr. Deitrick is Chief, Field Operations 
Section, Division of Health Services, Chil- 
dren’s Bureau, Federal Security Agency. 
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Along with these diversified services has come 
a closer relationship between the clinician and 
the public health worker, since the programs are 
dependent upon the dovetailing of clinical and 
public health services. Dr. Howard makes this 
clear when she points out that a public program 
complements the services of the clinician with 
administrative planning for and the provision of 
needed accessory services such as public health 
nursing, nutrition, and medical-social services— 
services that make possible a well-rounded plan 
for care of the individual mother or child. 


In many instances these programs are integrated 
with a medical school. Through such merging of 
efforts, the program has the advantage of excellent 
clinical direction; in turn, the medical school gains 
the use of the program as a teaching facility. 
Postgraduate as well as undergraduate training 
for physicians is frequently provided as part of 
such a special program. 

The programs described in these articles are - 
but a few examples of the great variety that have 
evolved in this country. In addition to these, 
certain States have developed other programs such 
as programs for children with cerebral palsy, pro- 
grams for children with visual defects, programs 
of health services for children of school age, pro- 
grams for care and training for children with 
harelip and cleft palate, programs for medical 
cate and hospitalization of maternity patients, 
dental care programs, and child guidance pro- 
grams. 

The articles in this issue of the JourRNAL oF 
THE AMERICAN Mepicat Women’s AssociATION 
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have one important thing in common. They show 
an underlying concern for the child as a whole, 
not concern just for his physical status, not con- 
cern just for his physical defects, but concern 
for his total well being. This concept is the most 
recent advance in the development of programs 
for mothers and children. It stems from newer 
knowledge of the mental, emotional, and social 
components of growth and development, com- 
ponents inseparable from the physical components. 
The goal for these services is the development of 
the child to his fullest physical, mental, and emo- 
tional capacity, so that he can take his place m 
society as an integrated personality. 

Although much of the groundwork for these 
programs for mothers and children was laid prior 
to 1935, the grants-in-aid funds provided under 


the Social Security Act in that year enabled States 
to expand their programs for mothers and chil- 
dren and for crippled children. At the present 
time these grants include $11,000,000 for maternal 
and child health services and $7,500,000 for serv- 
ices to crippled children. They are made to the 
States through the Children’s Bureau of the 
Federal Security Agency. The States in turn use 
these funds for both State and local services. All 
of the States and the District of Columbia, 
Alaska, Hawaii, Puerto Rico, and the Virgin 
Islands have such programs. Funds are still in- 
adequate, facilities still need expanding, more per- 
sonnel must be trained to provide the needed serv- 
ices for all mothers and children, but a firm begin- 
ning has been made and progress, on the whole, 
has been steady. 


Rural Maryland Program for 
Speech-Hearing Disorders 


Edward Davens, M.D. 


OLLOWING THE enactment of the Federal! 

Social Security Act in 1935, all of the 

States began the development of com- 
prehensive state-wide programs of services for 
crippled children. During the years immediately 
following the Act, emphasis was placed on ortho- 
pedic conditions such as infantile paralysis, club- 
foot, osteomyelitis, rickets, spinal curvature, and 
tuberculosis of bones and joints; and the registers 
which were maintained listing children under 
twenty-one years upon whom a diagnosis of a 
crippling condition was made are far more com- 
plete for the above than for such disabilities as 


Dr. Davens is Chief, Division of Services 
for Crippled Children, Maryland State De- 
partment of Health. 


theumatic heart disease or impairment of hearing 
in which the deformity cannot be so readily visu- 
alized. 

In recent years there has been a gradually chang- 
ing concept of what constitutes “crippling”, a tend- 
ency which is typified by the substitution of the 
term “handicapped child” for “crippled child” and 
by the rapid development of special programs fo: 
such maladies as rheumatic fever, epilepsy, and 
speech and hearing disorders. Maryland was one 
of the first states to include special services for 
the hard-of-hearing child as a co-ordinated part 
of the general public health program. 

The availability of federal funds has undoubted- 
ly provided an effective stimulus to provision of 
specialized programs, especially in rural areas, for 
children with speech and hearing problems. In 
this connection, however, it is of interest to note 
that as early as 1924 the Baltimore City Depart- 
ment of Education started routine hearing tests 
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of school children and in 1927 made arrangements 
with a Baltimore otolaryngologist for follow-up 
diagnosis and treatment. In 1930 the clinical part 
of the program was undertaken by the Baltimore 
City Health Department. 


Somewhat later similar action was taken in the 
counties of Maryland. The State School for 
the Deaf, co-operating with the State Department 
of Education undertook audiometer testing of 
elementary school children, but there was a con- 
siderable lag between this case finding effort and 
the provision of specialized clinic service. The 
first county clinic was started in Cumberland, 
Maryland, as a co-operative undertaking of the 
State Department of Education, the Allegany 
County Health Department, and the American 
Legion. 


THe WASHINGTON County ProGRAM 


In 1942 an attempt was made, sponsored by the 
Division of Services for Crippled Children in the 
State Health Department, to plan a total Con- 
servation of Hearing Program for a single county. 
Washington County in Western Maryland, with 
a population of 68,064, with a background of 
many health studies by the United States Public 
Health Service, and with an able Health Officer 
particularly interested in hearing problems, was 
chosen as the site for this project. The seven 
years’ experience in Hagerstown have been of great 
value in establishing a sound program pattern 
which is being introduced into the other counties 
as rapidly as possible. 

From the beginning the Hagerstown Prevention 
of Deafness Program has rested firmly on the 
foundation of community planning. Primarily 
sponsored by the County Health Department as 
a part of the general public health program, close 
co-operation has been maintained with the County 
Department of Education, with the County Medi- 
cal Society, with other community agencies, and 
with the general public. More than eight months 
of planning and interpretation to the community 
were done before a single clinic was held. In 
the case of school-age children, details of case- 
finding procedures, notification of parents, clinic 
appointments, follow-up by the public health 
nurse, special education, and rehabilitation were 
carefully worked out by the Health Officer and 
the Superintendent of Schools. Such matters as 
radium treatment in the clinic, notification of 
private physician of diagnostic findings, referral 
recommendations to the family doctor for therapy, 
and free hospitalization and surgical treatment for 


patients unable to pay were all mutually discussed - 
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and agreed upon by the County Medical Society, 
the Health Department, and the otolaryngologist 
from Johns Hopkins Hospital in Baltimore, who 
conducted the clinic. 


Essentially the program contains these elements: 
(1) case finding; (2) a clinic for diagnosis and 
radium treatment; (3) free hospitalization and 
medical and surgical treatment for patients unable 
to pay; (4) follow-up by the public health nurse; 
and (5) special education and rehabilitation. 


Case Finpinc 


A five year analysis’ indicated that there could 
be developed several sources of referral to a 
specialized clinic for children suspected of having 
early impairment of hearing. 


PREVENTION OF DEAFNESS PROGRAM 
WASHINGTON COUNTY, MARYLAND 


Source of Referral of Clinic Patients’ 


Source Number of Cases Percentage 
Audiometer Screening 269 26.8 
Nurse 180 17.9 
Teacher 77 
Private Physician 423 42.1 
Other 55 _55 
1,004 100 


A technician employed by the County Health 
Department and trained at the Johns Hopkins 
Clinic performs the audiometric screening each 
year on all children in the third and sixth grades 
plus all children referred to her by teachers. 


The procedure includes tests (1) with fre- 
quencies 512 and 8192 using a pure-tone audi- 
ometer, and (2) with the whispered and spoken 
voice. In the case of children with a threshold of 
25 or more decibels, a complete audiogram is 
performed. Any child with a threshold of 25 or 
more decibels for one or more frequencies (except 
4096) is considered to have a hearing loss, and . 
referred to the clinic. When possible, the rz- 
ferral is cleared through the family physician. If 
a child has an upper respiratory infection which 
might account for temporary impairment of hear- 
ing, referral is withheld, and he is retested a month 
or more after recovery from the infection. 

Recently, coincidental with the emphasis on 
Daily Teacher Observation of school children as 
an important screening procedure in the School 
Health Program, more attention has been given 
to the teacher as a source of referral particularly 
in the case of children with speech defects who 
ate now included. 
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The percentage of children found in screen test- 
ing for the first time to have impaired hearing 
dropped from 10.3 percent in the year 1944-45 to 
2.5 percent in 1946-47. This reflects the early 
identification of the backlog of children with im- 
paired hearing in the county. Present findings 
reflect more nearly the annual increment of new 
cases. 


Mepicat AND AupioLocic D1aGNosis AND 
TREATMENT 


From the beginning the clinical procedure has 
been greatly influenced by the work of Crowe, 
who has shown “that impaired hearing in children, 
whatever the primary cause, is almost invariably 
complicated to a greater or less degree by partial 
Eustachian tube obstruction, secondary to hyper- 
trophied lymphoid tissue in the nasopharynx . . 
that this lymphoid tissue may impair the function 
of the Eustachian tubes and cause a low grade 
tubo tympanic catarrh, which may lead to chronic 
progressive deafness . . . and that this lymphoid 
tissue is so sensitive to radiation that the dosage 
employed in the treatment of the nasopharynx is 
far below the amount that could cause any irrita- 
tion or injury to the mucous membrane, (and 
therefore radon treatment) may be used for the 
sole purpose of reducing obstructing nodules of 
lymphoid tissue, decreasing the secretion of mucus, 
and restoring the normal ventilating function of 
the Eustachian tubes.” 

Another recent and significant influence in the 
clinical setting has been the introduction of team- 
work between the otolaryngologist and the clinicai 
audiologist. The latter may be defined’ as the 
specialist who “treats communicative disorders 
caused by hearing disability. This is rehabilitative 
treatment designed to help the individual achieve 
optimum results in the use of communicative skills; 
the specific clinical objective is to help him learn 
new communicative skills to supplement or sup- 
plant his faulty hearing mechanism. So far as 
permanent hearing disability is concerned, the 
point of treatment is not the ear alone but the 
whole person, his psycho-social behavior, his use 
of language, and his ability to take a normal part 
in his community to the extent of his potentialities. 
Because a permanent hearing disability (usually 
generalized as a hearing loss in excess of 35 deci- 
bels for the speech-hearing function) interferes 
with normal communications, it usually involves 
behavior changes that are detrimental to the in- 
dividual’s well being.” 

During the first years of the clinic, use was 
made of allergy and chest consultation. Now in 
line with the above definition of clinical audiology 
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much more frequent use is made of pediatric, 
mental hygiene, and medical-social consultation, 
all of which are fortunately now available in the 
community. 

The clinic staff consists of the otolaryngologisr, 
the audiologist, a public health nurse, an audi- 
ometer technician, and a medical stenographer. 
Patients come by appointment only, aad an initial 


~ history is taken by the nurse. Source of referral 


is given above. The age distribution has been as 
follows: 17 percent were preschool children; 34 
percent were in ages 6 to 9; 29 percent were 10 
to 13; 10 percent were 14 to 20; and 10 percenc 
were 21 or over. 

From the otologic standpoint the principal em- 
phasis is placed on accurate diagnosis of the type 
and cause of the defect in the hearing mechanism 
and the choice of medical or surgical therapy 
which will restore the function of the ear or 
prevent further extension of the pathologic process. 
Diagnosis includes a careful history; ear, nose, and 
throat examination; nasopharyngoscopic visualiza- 
tion; and tests involving pure-tone and speech 
audiometry as well as the classical tuning-fork 
tests. Radon irradiation of the nasopharynx (45 
percent of cases) and certain minor procedures 
are performed in the clinic. 

For other needed therapy the patient is refer- 
red to the private physician. Most frequent re- 
commendations for treatment include tonsillectomy 
and adenoidectomy, mastoidectomy, sinus  sur- 
gery, submucous resection, and management of 
allergic disease. 

For those unable to pay, as determined by the 
medical-social worker, a limited fund is available 
to cover surgical treatment and hospital care, and 
in addition, when patients are eligible, the physi- 
cian’s fee may be paid by the Maryland Medical 
Care Program. Hearing aids, when necessary, are 
supplied by the Baltimore Hearing Society. From 
the audiologic standpoint, the communicative 
dysfunction is analyzed for the particular in- 
dividual. 

When a hearing aid is indicated, this is care- 
fully fitted by various tests without commercial 
implications. Special auditory training is thea 
instituted in order to teach the child how to use 
the aid, and limited psychotherapy is used to help 
him in the adjustment. For more severe emotional 
problems or psychogenic deafness, psychiatric con- 
sultation is requested. In order to compensate 
further for his hearing loss, the child and his 
parent are introduced to the principles of lip 
reading. The mastery of this technique, of course, 
takes several years and must be continued by 
special teachers in the schools. Speech training 
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is also started and again is something which must 
be carried out on a continuing basis as a part of 
the regular school program. 


Pusiic HeattH Nursinec Fottow-Up 


A special point is made by both otolaryngologist 
and audiologist to interpret the findings and rec- 
ommendations to the parent. In addition, specific 
instructions, including which recommendations are 
urgent and which are not, are given to the public 
health nurse on whose shoulders falls the major 
task of securing the needed care. Her day-by-day 
work in the schools and in the home brings results 
in getting something done about what has been 
found, and her intimate knowledge of all com- 
munity health resources are invaluable in per- 
forming this task. The medical-social worker 
provides helpful consultation to the nurse in solv- 
ing complex social problems which are constantly 
presenting themselves as barriers between the 
patient and the recommended treatment. 


SpeciaL EDUCATION AND REHABILITATION 


The provision by the schools of teachers with 
special training in auditory training, lip reading, 
and speech therapy is at the present time the 
greatest gap in the total program primarily be- 
cause of the shortage of trained personnel of this 


type to fill these jobs. A few such teachers are 
now employed in the counties of Maryland and 
an increasing number of Boards of Education 
are searching for qualified teachers to fill posi- 
tions of this type which are now available. 

In the final stage of the speech-hearing problem, 
that of vocational rehabilitation, an excellent pro- 
gram has been developed in the State Department 
of Education. Services available to children after 
they have passed the age of sixteen years include 
counseling and guidance, vocational training, com- 
pensation adjustment, maintenance during train- 
ing, and placement in employment. 


SUMMARY 


Evolution of Crippled Childrens Program to 
include speech-hearing disorders is briefly sketched. 

The Hagerstown, Maryland, speech-hearing 
program is described as an example of an im- 
portant segment of the general public health pro- 
gram which integrates community efforts in be- 
half of children with communicative dysfunction 
from the moment of case finding, through medicai 
and audiologic diagnosis and treatment into the 
end stage of special education and rehabilitation. 

The effect of radon therapy of the nasopharynx 
and newer ideas in clinical audiology in influencing, 
the development of the program are emphasized. 
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Courtesy Department of Visual Education, Medical College of Virginia 


Left: Examination of patient by Dr. Carolyn McCue, Director, Rheumatic Fever Clinic, 
with consulting cardiologist and clinic nurse. Right: Following examination and conference 
with the family physician, the public health nurse visits home of the patient to give public 


health nursing demonstration. 


Virginia State Rheumatic Fever Program 


Louise F. Galvin, M.D. 


HE VIRGINIA STATE Program for children 

| with rheumatic fever and heart disease 
was initiated in May 1940, being admin- 

istered under the State Department of Health and 
in accordance with the general policies of the 
U. S. Children’s Bureau Advisory Committee. 
From the beginning, it was decided to develop 
services for only a small area of the State so that 
the service extended the individual might be com- 
plete even on a very limited budget. It was felt 
that this was important, too, because complete care 
was necessary if the program was to demonstrate 


Dr. Louise F. Galvin is Director, Bureau 
of Crippled Children, Virginia State De- 
partment of Health. 
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its worth and serve as an educational medium for 
the family doctor and the public at the same time. 

The program is administered by the director 
of the Bureau of Crippled Children and is staffed 
by a pediatrician on a half-time basis who directs 
the central clinic and supervises care of patients 
in the hospital and convalescent wards (all located 
in Richmond), part-time consultant cardiologist, 
and three part-time pediatricians who serve as 
clinicians in the field clinics, a full-time public 
health nursing consultant and full-time medicai 
social consultant. Arrangements are made locally 
in the hospitals where clinics are held for techni- 
cians, roentgenologists, and clinic nurses. Pre- 
paratory talks or letters to the doctors and pre- 
clinic planning and orientation are done with the 
local public health nurses and social workers before 
each clinic is started and its surrounding area is 


added to the total area serviced. 
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The process of education begins with the practi- 
tioner’s referral of a patient to the clinic. The 
clinic asks the local public health nurse to visic 
the home with the doctor’s permission and send 
a report of the conditions found to the clinic. She 
also helps prepare the patient and family emotion- 
ally for the clinic experience. Following the clinic 
examination, the staff holds a conference over the 
case and a detailed medical report with recom- 
mendations is sent to the practitioner and local 
health department. This gives the public health 
nurse her cue to visit the doctor, get his approval 
of the recommendations sent and offer her services. 
These contacts along with continued guidance 
from the Program staff, bring out other facilities 
available and necessary for complete care of the 
child, such as the visiting teacher, nutrition plan- 
ning, and any indicated aid from social agencies. 
Complete reports continue to go to the physician 
and health department after each clinic visit so 
that not only is the child consistently serviced but 
the family physician is enabled to learn more about 
the disease and its treatment in the process. 

Whenever the patient is admitted to a hospital 
or convalescent ward, the contact is maintained, 
and well in advance of discharge the physician and 
health department are sent a report with detailed 
recommendations for follow-up care at home. 
This allows time for careful and thoughtful plan- 
ning in preparation for the child’s readmission 
into the home. This plan takes into its scope not 
only the home schedule but the school nurse, 
principal, and teacher. 

In a further effort to promote education both 
from a clinical and public health angle and to 
demonstrate the close co-operation which must be 
maintained between the two, the entire Program 
staff holds classes and demonstrations for students 
in the schools of medicine, nursing, and social 
work at the Medical College of Virginia. The 
resident in pediatrics, senior medical students, and 
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pre- and postgraduate nurses serve in the central 
clinic under supervision. This clinic with the 
associated wards also offers refresher work to inter- 
ested physicians. The staff gives talks, demon- 
strations, and institutes to other hospital and 
professional groups throughout the State and 
contributes written material for lay and profes- 
sional publications. In addition, the medical staf 
collects and compiles data on its cases both alone 
and in co-operation with the medical and pedi- 
atric staffs at the Medical College. This material 
is presented from time to time at meetings and 
before medical societies in the form of papers or 
medical exhibits. 


Each year, intensive work is done by the staff 
in a few additional counties of the State; doctors 
are contacted, local health departments are briefed, 
following which these counties are added to the 
area served by the program. Four field clinics 
strategically situated throughout the State have 
been opened in this manner since the Program 
started with one central or mother clinic as a base 
and training center. A fifth one is to start this 
spring. These field clinics serve as consultation 
clinics to the local practitioners and are started 
only after the area has been “worked up” and the 
co-operation and interest of the doctors and health 
departments have been assured. Groundwork is 
also laid as to the availability of visiting teachers, 
social agencies, etc. In some such manner as this, 
it is hoped that the entire State can be eventually 
and thoroughly assimilated. 

The over-all aim of the State Program remains 
the same as upon its inception. It is directed 
toward furnishing a complete and co-ordinated 
service for each child treated. It attempts to 
work so closely with the family physician and 
co-operating agencies that in the mind of the child 
and his family, all units function in harmony and’ 
consistently throughout his entire period of growth 
and development. 


An Integrated Maternity, Child Health, 
and Handicapped Children’s Program 


Ella Oppenheimer, M.D. 


istering the District of Columbia Health 

Department program for Maternal and 
Child Health and for Crippled and Handicapped 
children is lodged with the Bureau of Maternal 
and Child Welfare. This is a large and com- 
prehensive program and includes as a major 
activity provision for clinical and educational serv- 
ices for maternal care, child care, and the care 
of handicapped and crippled children, which are 
integrated and co-ordinated with related services 
in the Health Department and the community. 
The program covers the study and evaluation of 
the adequacy of over-all community maternity and 
child health services, as well as services for preven- 
tion, case finding, diagnosis, treatment, and reha- 
bilitation of handicapped and crippled children; 
study and evaluation of the adequacy of hospital 
facilities, services, and standards of care for 
maternity patients and the new born; developing 
with the co-operation and assistance of professional 
groups standards of care in these areas; work 
with the hospitals to improve standards of care; 
investigation of places caring for children away 
from their own homes such as day nurseries, 
nursery schools, institutions, and foster homes, in 
connection with the issuance of permits, arrang- 
ing for and co-ordinating necessary investigations 
made by other agencies in the Health Department, 
the District Government, and the community; 
developing standards to be met by such places in 
co-operation with health, educational, and social 
welfare groups; and educational techniques and 
programs to maintain and improve standards of 
care. The professional staff participating directly 
in these various services are physicians, including 
specialists in obstetrics, pediatrics, cardiology, 
orthopedic surgery, plastic surgery, and neurology, 
public health and hospital nurses, medical social 


R ree for planning and admin- 


Dr. Oppenheimer is Director, Bureau of 
Maternal and Child Welfare, District of 
Columbia Health Department. 


workers, nutritionist, physical and occupational 
therapists, psychologist, and specialist in child 
care and parent education. 

This paper will concern itself primarily with 
the clinical aspects of the program fcr mater- 
nal and child health and handicapped children, 
particularly to the degree to which it has been 
possible to apply in the clinical services the broad 
concept of promotion of health, the prevention 
of disability, disease, and mortality, and the 
restoration to health or to maximum functioning 
of those children with disease or disability. Such 
a concept necessarily includes the mental, emo- 
tional, and social as well as the physical aspects of 
diagnosis and treatment, and implies a dynamic 
and flexible philosophy geared to meet changing 
needs, to the application of new knowledge and 
new techniques, and to continuous evaluation and 
adaptation of methods and procedures. 

The maternity program provides for continuity 
of maternity service, prenatal, delivery, and post- 
partum, with planned co-ordination between pre- 
natal and postpartum clinic care and delivery care. 
Eight maternity clinics, two operated co-opera- 
tively with Gallinger and Freedmen’s Hospitals, 
at which patients under care at all the clinics 
ate delivered, cared for 6195 patients in 1948. 
Complete diagnostic study is given prenatal pa- 
tients including, in addition to complete physical 
examinations, routine laboratory urine and blood 
examinations in the clinic, tests for syphilis and 
gonorrhea, for Rh factor and blood grouping, 
routine referral for chest x-rays, x-ray pelvimetry, 
and special consultant services for abnormal ob- 
stetrical conditions and for medical complications. 
Regular medical supervision and education in the 
hygiene of pregnancy and in the preparation for 
the baby in relation to the needs and problems 
of the individual patient and her family are 
provided. Abnormal conditions requiring treat- 
ment are treated directly at the clinic whenever 
feasible and practicable, or arrangements are made 
and followed through with other services for such 
treatment. 


The child health program is an increasingly 
comprehensive one changing to meet the needs 
and developments in preventive and curative 
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pediatrics. Thirteen child health centers gave care 
to 16,023 children in 1948. The concept of the 
unity of the psychological and physical aspects +f 
growth as well as of the role played by educational 
and social factors is being increasingly applied 
by the physician in his appraisal of the child, in 
the advice and guidance he gives to the parent of 
the individual child, and in the assistance he seeks 
in social diagnosis and treatment and in parent 
education from other disciplines. A large pro- 
portion of the children attending the child health 
centers are the children of the mothers who have 
received prenatal care. All the records of a given 
family are kept together, including reports of 
field nursing visits, of hospital care, of social serv- 
ice when it has been active, so that the physician 
has a complete and over-all picture of the child in 
his family setting. The protection of the child 
against the communicable diseases is, of course, 
part of the program of health protection. Vac- 
cination against smallpox and immunization 
against diphtheria, pertussis, and tetanus are rou- 
tine procedures. Testing and observation for 
syphilis is done as indicated. Routine tuberculin 
testing is done at the end of the first year and 
yearly thereafter in order to determine exposure 
to open tuberculosis and to take steps to prevent 
further exposure with its attendant hazards. Al- 
though the child health service is basically geared 
to health supervision and protection of the well 
child, treatment of the acutely ill child in the 
early stages of illness, or assisting the parent to 
make satisfactory arrangements for treatment are 
necessarily part of this program if serious illnesses 
are to be prevented. This is accomplished by 
special sessions for “sick children” in several of 
the areas of great need in this respect and a policy 
by which no ill child who comes to the clinic is 
sent away without first being seen by the physician. 
Whenever indicated and possible, special measures 
are instituted for the protection of babies from 
serious hazards. Recently, for example, largely 
through a private gift, 89 babies under 6 months 
of age at Maternal and Child Welfare Clinics and 
at the Children’s Hospital Clinic who had been 
exposed to whooping cough were given hyperim- 
mune serum, an expensive product, but life-saving. 
The treatment of this large number of young 
babies undoubtedly saved many lives which would 
otherwise have been lost, not to mention the cost 
of hospitalization of these babies should they have 
become seriously ill. Consultant services for diag- 
nosis and treatment for defects and abnormalities 
in growth and development are available and 
widely used through the Handicapped and Crip- 
pled Children’s Service. 
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The medical social staff of the Bureau is avail- 
able for consultant and case-work services for 
patients with serious social problems, which in- 
clude prenatal patients emotionally disturbed be- 
cause of pregnancy and related conditions; patients 
with serious physical difficulties, such as cardiac 
disease, tuberculosis, nephritis, etc., who need help 
in obtaining relief from their usual duties and in 
making plans for their children either before or 
after confinement; patients in need of help be- 
cause of financial instability, lack of residence, 
aloneness, mental incapacities, or repeated illegiti- 
mate pregnancies, patients for whom sterilization 
is being considered by the physician, for whom 
social study is needed prior to referral to the 
psychologist, so that the patient and her family 
may understand the recommendations; children 
seriously neglected or deprived, in need of further 
social study before referral to a child welfare 
agency; and children with serious behavior dif- 
ficulties or functional illness. 

The Handicapped Children’s Unit at Gallinger 
Hospital is the focal point for diagnosis, treat- 
ment, and rehabilitation of children with crippling 
or potentially crippling conditions. In addition 
to children with poliomyelitis, cerebral palsy, dis- 
abilities and deformities due to congenital defects, 
burns, and the many varied types of other neuro- 
muscular disorders, children with rheumatic fever 
and heart disease are included. This unit is 
operated by Gallinger Hospital and the Bureau 
of Maternal and Child Welfare. Gallinger Hos- 
pital provides basic hospital services and the 
Bureau of Maternal and Child Welfare is re- 
sponsible for the program of medical care and 
rehabilitation. The medical, physical, occupational 
therapy, and medical social service staffs of the 
Bureau of Maternal and Child Welfare function 
for both out-patient and in-patient care at the 
unit; public health nursing participates in the 
out-patient clinic; Gallinger Hospital provides 
hospital and clinic nursing and adjunct service, 
and its intern and resident staffs in pediatrics and 
orthopedics work in this unit as part of their 
training. School and library services for hospital- 
ized children are provided by the Public Schools 
and the Public Library. These varied professional 
staff members function as a diagnostic, treatment, 
and rehabilitation team with co-ordination of their 
activities in the interest of the whole child under 
overall medical direction. Recently a psychologist, 
long urgently needed, has been added to the staff. 
We plan as soon as possible to make a psychologi- 
cal service from this center available for study of 


children referred from Child Health Centers. 


x 
: 


What types of cases or problems are encoun- 
tered in the Maternal and Child Health Clinics? 
Physicians in the Maternal and Child Health 
Centers were recently asked to cite interesting 
current cases and problems. In one month there 


were reported the occurrence of a case of scurvy - 


in a 7 month old baby with marked tenderness 
of the long bones; closure of the fontanel in a 
child 3 months of age, whose subsequent head 
measurements revealed normal head growth and 
whose development was apparently normal; bi- 
lateral cephalhematoma with premature closure 
of the fontanel in a child, who was referred and 
operated on with the establishment of new suture 
lines; a number of major and minor congenital 
anomalies including bilateral branchial cysts, 
absence of the lower extremities, talipes equino 
varus, a combination of harelip, cleft palate, and 
dermoid of the cornea; congenital hearts of vari- 
ous types; and two cases of mongolism. 
Interesting familial teething anomalies were 
reported in a child of 4 years with only six teeth 
and a denture, and in a sibling of 14 months with 
only two upper medial incisors, pointed, which 
had erupted at 10 months, abnormal fusicn of 
parts of the gingiva, and no other teeth erupting, 
and a history that the maternal grandfather and 
great grandfather never had a full set of teeth. 
There were also reported cases of early and of 
marked retardation in teething; a case of primary 
tuberculosis, discovered through a positive routine 
patch test in a child 3 years of age, the source of 
which was found to be the mother with moderately 
advanced active tuberculosis discovered as a con- 
sequence of the child’s positive patch; gonorrheal 
infection of the right eye in a 4-months-old child 
of an irresponsible eighteen-year-old mother, 
treated in the clinic with penicillin and oil of 
beeswax, and cured; several cases of congenital 
syphilis in young infants together with a history 
of both mother’s and infant’s serology and treat- 
ment; a case of apparent mental retardation prob- 
ably due to severe malnutrition with definite im- 
provement, both physically and mentally, in the 
child’s development when an adequate diet was 
obtained for the family; a high incidence of chil- 
dren with upper respiratory infections, otitis media, 
tracheobronchitis, scabies, stomatitis, helminthiasis. 
Because of increase in the number of reported 
cases of diphtheria in the city with some deaths, 
booster injections of diphtheria toxoid were given 
all children immunized more than a year previ- 
ously. One clinic reported that 52 premature in- 
fants under the age of one year were being fol- 
lowed. Children with nutritional disturbances, 
with spongy, bleeding gums, marked malnutrition 
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with repeated upper respiratory infections as- 
sociated with serious socio-economic conditions and 
lack of proper food, were reported. Several 
physicians reported housing which presented seri- 
ous health menaces to the children, for example, 
an instance of six children and a pregnant mothet 
living in one room together with a father just dis- 
charged from the tuberculosis hospital. Maternity 
cases of interest reported included patients with 
both eclampsia and lues; a patient, 21 years of 
age, with rheumatic heart disease; a group of Rh 
negatives; a patient, Para XVII, Gravida XIX, 
who never had any prenatal care but came to the 
clinic at the insistence of her daughter, who had 
regularly received such care. One new physician 
on the staff reported the craving for “clothes 
starch” among some of the prenatal patients, and 
also the statement by a mother that her child 
craved raw potatoes and other raw vegetables, 
raising the question whether such patients are on 
a diet deficient in vitamin B complex and citing 
an article in the literature which seemed to point 
out that animals grow better on diets deficient in 
B complex when relatively insoluble carbohydrates 
are used in the diet. 

This casual recapitulation of cases of interest 
seen over a short period of time reveals the variety 
of conditions, social as well as individual, encoun- 
tered in the Maternal and Child Health Centers. 
To these, however, must be added a wide gamut 
of so-called behavior problems. There were, of 
course, many normal behavior problems for the 
developmental age of the child, but the mothers 
were worried about problems of feeding, enuresis, 
toilet training; problems arising from sibling 
jealousies, from the mother’s wanting children to 
grow up and out of baby habits too soon or on 
the other hand maintaining dependency too long; 
and problems of family conflicts from lack of pa- 
tience and understanding on the part of the 
parents. Such specific cases as that of a destruc- 
tive child whose mother would not let him go out 
to play because he broke windows, precocious sex 
development and sex play, fear of going to sleep 
alone since a brother’s death were cited as recently 
seen, as was the problem of those mothers in 
real need of psychiatric help but unable to accept 
referral. 

There is obviously understanding on the part of 
our staff of the mental, emotional, and social 
need of the mothers and children under their 
care. They are utilizing all the resources avail- 
able for diagnosis and treatment. That only the 
surface of the problem is scratched, however, is 
certain because of the heavy case load carried by 
the individual physicians and nurses and the lack 
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of certain essential services, such as a pediatric 
psychiatrist as a consultant to function in the 
Child Health Centers and the Handicapped Chil- 
dren’s Unit. Every effort is being made to 
remedy these aspects of the problem as rapidly 
as funds become available. That there may be 
a much more productive role of the clinical psy- 


chologist and the individual trained in child care, 
and nursery and parent education in this aspect of 
the program is something which I believe warrants 
exploration, particularly in the area of dynamic 
group discussions planned with the parents and 
the medical and nursing staff at the Child Health 


Centers. 


Colorado State Program for 
Care of Premature Infants 
Ruth Boring Howard, M.D. 


Te COLORADO PROGRAM for premature in- 
fant care is a co-operative project in every 
phase. Its focal point is the Premature 
Center, now two years old, at the Colorado Gen- 
eral Hospital, set up primarily as a demonstra- 
tion and teaching unit not only for Colorado but 
for the Rocky Mountain area. Funds for its sup- 
port are supplied by the U. S. Children’s Bureau 
on a yearly grant basis. They are administered 
by the Colorado State Department of Health 
through its Maternal and Child Health Section, 
in close co-operation with the Director of the 
Premature Center, in whose hands lies full re- 
sponsibility for administration and the policies of 
the Center itself. 

Since the capacity of the Center is limited it 
was never intended to provide care for all the 
small premature babies in Colorado. The 18 bas- 
sinets furnish clinical material enough for its 
primary purposes: demonstration of the best 
known care for premature infants, study of ways 
to improve such care, and training of personnel to 
give it. 

Any baby weighing less than five and one-half 
pounds at birth is eligible for admission to the 
Center, providing he is referred by a physician, a 
public health nurse, or some appropriate agency. 
During the period the Center has been in oper- 
ation there has been a definite reduction in the 
size of the infants admitted for treatment. The 
Center is designed to provide care specially to 
those infants for whom it might not otherwise be 


Dr. Howard is Director, Division of 
Maternal and Child Health, Colorado State 
Department of Public Health. 
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available, and in actual practice this is proving 
more and more to be the case, as the larger infants 
ate being retained elsewhere, and only those pre- 
senting the more difficult problems are received. 
No charge is made to the parents for this cate, 
though voluntary contributions are accepted. 
When an infant is admitted to the Center a 
medical social worker immediately begins investi- 
gation of the home situation and family back- 
ground, with consideration of the financial status 
of the family. Experience in this Center has 
shown that more than 95 percent of the infants 
come from families who could not afford this ex- 
pensive type of care. 

Social service investigation of the infant’s back- 
ground is extremely important since his welfare 
depends not only on the treatment which he 
receives in the hospital but on the environment 
which he will have to live in when he is dis- 
charged. It has been found unnecessary to keep 
all the infants until a certain standard weight has 
been reached. In some instances vigorous babies 
weighing less than five pounds may be permitted 
to go home early if the home conditions are 
known to be satisfactory and the mother is able, 
to nurse the child. At other times, babies weigh- 
ing five and one-half pounds and over may be 
kept in the hospital longer than usual pending 
the solution of some difficulty in the home situa- 
tion. Thus the patients are discharged on an 
individualized basis. This policy has been shown 
to be satisfactory by reports from family physi- 
cians and the visiting nurses, and by the appear- 
ance of those infants who return to the special 
follow-up clinic. Only 3 percent of the premature 
infants have had to be re-hospitalized. When the 
time comes for discharge the services of visiting 
nurses and public health nurses of the area in 
which the child lives are enlisted. An interagency 
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referral slip greatly facilitates co-ordination of ef- 
fort on the case. The nurses make periodic visits 
to the home, carrying out the orders of the family 
or the clinic physician, observing the progress of 
the baby, giving instruction in its care to the 
mother, and aiding in the correction of any de- 
fects in the home environment which seem to 
menace its welfare. They encourage the mother 
to-seek periodic medical supervision for the child. 
The social worker, too, continues her observation 
of the child in its home environment, helping the 
parents to meet any social or physical problems 
that arise. Incidentally, although it is not the 
direct purpose of the Premature Program, good 
public health work is brought about by this co- 
operative system, and not infrequently other chil- 
dren or even aduits in the family benefit by the 
visits of the nurse and of the social worker. 

About 68 percent of the infants cared for at 
the Center have been drawn from the City of 
Denver, and at least another 25 percent from the 
area within a radius of 35 miles. The nurses of 
the Denver Health Department and the Tri- 
County Health Department of the surrounding 
metropolitan area furnish the follow-up. The 
local health units or county nurses, where they 
exist, follow-up the remainder. The State Depart- 
ment of Health makes available the services of its 
staff public health nurses and medical social 
workers to assist local physicians and parents in 
the areas having no public health agency, but this 
affects only a very small fraction of the premature 
babies throughout the State. The Premature 
Center has a specially equipped ambulance which 
can be used freely within a 35 mile radius. Babies 
from greater distances are accepted when arrange- 
ments are made locally to provide suitable trans- 
portation. 

The Premature Center staff, in addition to the 
director, who is professor of pediatrics at the 
University of Colorado Medical School, consists 
of an obstetrician, a pediatrician, two instructing 
nurses especially trained in the care of premature 
infants, two social workers, and a secretary. Ail 
are members of the staff of the Colorado General 
Hospital, except for one social worker who is a 
member of the staff of the State Department otf 
Health assigned to that duty. Close liaison 1s 
maintained with the State Department of Health 
through the Assistant Professor of Pediatrics at 
the University of Colorado Medical School who 
also serves as part-time pediatric consultant with 
the Section of Maternal and Child Health. A 
member of the Obstetrical Department of the 
Colorado General Hospital serves in a similar liai- 
son capacity between it and the State Health De- 
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partment, and gives attention to the research and 
teaching aspects of obstetrics which bear upon the 
prevention of prematurity. Other members of 
the State Health Department staff, in the fields 
of nutrition, hospital facilities, and nursing, also 
co-operate in an advisory capacity with the per- 
sonnel of the Center. 


The budget covers salaries of the staff, with 
the exception of the director, transportation, and 
travel, the cost of special training of nurses, and 
a fixed proportion of the hospitalization cost per 
patient day. 


The integrated premature infant program af- 
fords opportunities for studying the particular 
physiologic needs of these infants and for improv- 
ing the skilled nursing and medical care which 
they require. Public health and hospital nurses 
have formed a group to study newborn and pre- 
mature care from a nursing standpoint and tu 
make suggestions for bettering it. Nurses have 
shown themselves interested in taking advantage 
of these ideas and are making suggestions of their 
own. A manual of nursing procedures and rec- 
ommendations was developed which can be used 
as a guide by less experienced nurses and stimulate 
any nurse to exam’ne the care she is giving and 
to search for ways of improving it. 


The obstetrical department is interested in ex- 
ploring the causes and means of prevention of 
premature labor and its relation to such factors 
in the mothers’ lives as nutrition, overwork, and 
emotional strain. It is quite evident that these 
are dependent upon her socio-economic status. 
Analysis of the birth weights in all births at the 
Denver General Hospital and the Colorado Gen- 
eral Hospital showed 22 and 13 percent of pre- 
mature infants, respectively. Obstetricians in 
Denver repoet 5 to 7 percent prematures in private 
practice. The Denver General Hospital draws 
many of its patients from underprivileged groups. 
About 38 percent of the women delivered there 
have had no prenatal care at all, while in a large 
proportion of the remainder such care has been 
totally inadequate. The women delivered at the 
Colorado General Hospital have a somewhat better 
record of prenatal care, but one that is still far 
short of desirable. Hence a project is under way 
to offer better prenatal care to pregnant women 
who come into these hospitals, through the estab- 
lishment of prenatal clinics and the provision of 
more public healti nursing care in the Denver 
area. The physicians staffing these clinics will 
either be part of the staffs of the hospitals or 
work closely with them, and the condition of the 
mother during her pregnancy, as well as during 
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the time of her delivery, can be a co-ordinated 
study. 


Training of physicians and nurses is an im- 
portant function of the Premature Center. Its 
facilities are used for teaching medical students 
and undergraduate nurses as part of their pedi- 
attic training. For graduate hospital and public 
health nurses a six-weeks course is offered quar- 
terly, divided equally between theoretical instruc- 
tion and practical work in the nursery. The State 
Health Department helps familiarize nurses with 
the opportunities offered, and gives financial as- 
sistance to suitable candidates with stipends from 
funds provided in the premature budget. Brief 
but intensive postgraduate courses for physicians 
are conducted twice yearly. The faculty for these 
courses is drawn from practicing physicians as 
well as the full-time teaching staff and public 
health personnel, to give a balanced picture of 
total prenatal care. 


The Premature Center makes a big contribu- 
tion toward caring for the smallest premature in- 
fants in the metropolitan area of Denver, but the 
provision of such care for all Colorado infants 
presents a different problem. Its solution is to 
provide local facilities according to the specific 
needs. Just what these needs are is at present not 
exactly known, but a means is at hand of obtain. 
ing much more accurate information as to where 
and when the premature births occur. On the 
newly adopted birth reporting form there is a 
space in which the physician is urged to insert 
the infant’s birth weight. This should allow the 
proper coding, and, correlated with death certi- 
ficates, prevent the masking under other diag- 
noses of deaths due primarily to prematurity. 

Colorado, half plains and half mountains, 
bisected by the Continuental Divide, has certain 
peculiarities of communication and population 
distribution which have to be considered in the 
working out of a state-wide program. About 75 
percent of the population lives in a wide belt com- 
prising a little over a quarter of the arca of the 
State, running north and south just east of the 
mountains. Communication here is relatively 
easy and several centers distributed throughout 
this area would put expert premature care within 
reasonable reach of any community. In other sec- 
tions of the State there are few communities which 
could support such a center. To encourage some 
facilities in the smaller hospitals, the State Health 
Department has purchased 18 incubators which are 
distributed on a loan basis to small hospitals and 
health centers throughout the State. Small port- 
able incubators are being provided and are being 
placed in localities where some trained person is 
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available to supervise their use. This responsibility 
falls usually on the local public health nurse. The 
effectiveness of the program as well as its ex- 
pansion depend on how soon these physicians and 
nurses can be trained for the duty and how ques- 
tions of transportation and oxygen supply can 
be solved. Many counties in Colorado still have 
no public health nurse, some even no physicians. 

Providing high-grade care for premature infants 
imposes financial burdens which cannot be ignored, 
and which add to the difficulties where public 
funds are not available. But the need is real, 
and so is human interest in this aspect of pedia- 
trics. Where local groups have learned something 
of the usefulness of incubators, they can be 
stimulated to buy them for the hospitals. The 
newly adopted Colorado Hospital Regulations 
require adequate facilities in hospitals for the care 
of premature infants, according to the need to be 
met, and the State Health Department consultants 
on hospital construction and equipment give as- 
sistance in carrying these out. 


This co-operative project between clinicians and 
public health workers offers each group special 
advantages, and increases the accomplishments of 
each. The clinician is assisted in setting up a 
well-equipped workshop, in finding the funds to 
run and staff it, and in having part of the admin- 
istrative details carried by others so as to leave 
more of his time free for clinical activities. He 
has facilities for training other clinicians, nurses, 
and auxiliary personnel. His little patients are 
sent out into a known environment, and through 
follow-up he can learn the result of the care he 
has given them. In these circumstances he can 
conduct meaningful research to improve therapy 
and to study prevention. 

The public health physician and those who 
work with him can secure excellent special train- 
ing for public health personnel, and can look to 
the Center for the production of better-trained 
clinicians and for the development of better tech- 
niques which may be applicable elsewhere. He 
can foresee a reduction in the premature infant 
mortality in his area. Through research on the 
causes of premature labor he may find methods of 
preventing it. For in the last analysis the far- 
sighted handling of the problem of prematurity 
is its prevention. The highly specialized and ex- 
pensive care which is now our only means of sav: 
ing these lives should be reserved for the irreduci- 
ble minimum of infants prematurely born, while 
clinicians and public health workers alike bend 
every effort toward giving the mother the greatest 
possible chance of ending each pregnancy in good 
health herself and with a healthy, full-term baby. 


RECENT ADVANCES 


Recent Trends in the Practice of 
Obstetrics 


Jane Schaefer, M.D. 


velopment of modern obstetrics has been 

enormous, although there have been few real 
discoveries to contribute to fundamental obstetrical 
knowledge. The significant improvements in its 
practice have been directed toward alleviation of 
the pain associated with childbirth, prevention of 
the various complications of pregnancy and par- 
turition, and elimination of maternal and fetal 
injuries during labor and delivery. 


From the first concept of antisepsis and aseptic 
technique, evolution of obstetrical procedure to 
prevent infection proceeded steadily, until today 
the sulfonamide drugs and antibiotics have prac- 
tically removed the fear of puerperal sepsis. Since 
the first studies of Hodge on measurements of the 
pelvis and the mechanism of labor, obstetricians 
have sought methods of estimating pelvic volume. 
Today roentgenograms are used to supplement 
clinical impressions of the “passage and pas- 
senger”, and the prognosis and progress of labor. 
Since the first experiments in biochemistry, in- 
formation correlating fetal, placental, and mater- 
nal physiology has accumulated and has been ap- 
plied to obstetrical care. Today the complexities 
of such sub-blood groups as the Rh factor ate 
familiar to every maternity patient. The outcome 
of this development of obstetrics is seen in the 
mass recording of the end results regarding both 
mother and child collected since 1915. Maternal 
and fetal morbidity and mortality rates have de- 
creased steadily.’ 

There have been definite directional trends in 
the management of such complications of preg- 
nancy as habitual abortions, toxemias, placental 
accidents, and neonatal morbidities, especially as 
investigations of the endocrines are suggesting 
possible etiologies. In the same way recognition 
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of psychogenic factors in the afflictions of humani- 
ty, of which the medical profession has become 
aware generally, is directing changes in obstetrical 
procedures. Mothers must be not only well physi- 
cally but must be well-adjusted to guarantee well 
babies. The obstetrician assumes new responsibili- 
ties as the importance of such factors is acknowl- 
edged. Psychological injuries sustained during 
pregnancy and labor have been known to destroy 
the health and marital happiness of thousands of 
women each year, and ultimately threaten the 
health of the child no matter how carefully his 
brain cells are protected during delivery. The 
obstetrician has long been seeking ways to prevent 
and, at least, repair the physical injuries of child- 
birth. In addition, he is now searching for means 
of preventing psychological trauma. Some of the 
procedures being used in the practice of obstetrics 
today which, in part or in whole, take into con- 
sideration these psychosomatic aspects, are discus- 
sed in this review. 


ANESTHESIA 


In recent years there has been an increasing 
number of caudal and spinal anesthetics used for 
vaginal deliveries, and spinal anesthetics for cesar- 
ean sections. The development of these methods 
of pain alleviation in labor came as a part of the 
continuous search for an ideal method of making 
childbirth painless without invoking danger for 
either mother or baby. The advantages of this 
type of analgesia are the lack of general toxicity, 
complete absence of pain, maximum relaxation of 
the tissues of the birth canal, and no direct de- 
leterious effect on the baby. Fetal anoxia may 
accompany the blood pressure drop which some- 
times occurs in the mother. With proper manage- 
ment this effect is so transitory that it is thought 
to cause little or no significant lack of oxygen in 
the fetal blood. Further, and important certain- 
ly, in view of the recent psychosomatic considera- 
tions, there is no loss of consciousness. The 
mother remains an active participant in the delivery 
and hears and sees her child at once. Obstetri- 
cians who have delivered many patients under 
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these conditions are aware of the psychological 
benefits derived from this. They emphasize the 
fact that she has had the baby, not that they have 
delivered the child. The patient’s feeling of 
pride and achievement is manifest immediately and 
one senses that the instinct of motherhood is initi- 
ated in these women. There is no question in her 
mind that the baby is hers, a frequent comment 
of mothers who have been unconscious during the 
delivery. She is neither exhausted from labor 
nor heavily sedated, and so is interested in the 
care of the baby even in the delivery room. There 
is no resentment for the baby because of the pain. 
She usually asks to hold the child and is allowed 
to do so. In this way the patient’s reactions are 
directed primarily toward the infant the first hour 
after delivery. One observes that these women 
are remarkably free of fear and self-concern. 
They seem to have had a minimum of both physi- 
cal and psychological injury. 


Caupat Brock 


Of the various types of anesthetics which 
depend upon local analgesic drugs the caudal 
block seems to fulfill the qualifications for both 
physical and psychological considerations. To 
give the patient a comfortable labor and deliver 
her with a terminal low spinal block or pudendal 
or perineal blocks, so much medication may be 
required during the first stage of labor that the 
advantages of her being awake are lost. Since 
the caudal block may be administered during the 
first stage of labor the patient does not require 
much premedication. Furthermore, the knowledge 
that her pains will be completely relieved when 
she is given caudal block often dispels much of the 
fear of discomfort and necessitates even less early 
medication. 

In the last few years caudal analgesia has been 
evaluated in the literature rather extensively. It 
is generally agreed that it is a hospital procedure 
and that it be limited to those hospitals in which 
the personnel has been trained in caudal analgesia, 
whether it be the obstetrician, anesthetist, or resi- 
dent staff. This personnel must be willing like- 
wise to be in constant attendance on the patient. 
This aspect has made the procedure impractical. 
However, since it has been shown that to minimize 
psychological trauma the woman in labor should 
not be left alone, that she needs companionship, 
reassurance, common sense explanation, and en- 
couragement, this may soon be the significant part 
of obstetrical care during labor and the caudal 
anesthesia but an adjunct to it.” 

The two techniques most commonly used in 
administering caudal blocks employ either the 
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malleable steel needle or a large needle through 
which a ureteral catheter may be inserted. Cri- 
teria for blocking a primiparous patient include: 
(1) normally progressing labor; (2) 4 cm. dila- 
tation of the cervix; (3) adequate pelvic measure- 
ments; and (4) engagement of the presenting part. 
contraindications include sacral anomalies, obesity, 
pilonidal cysts, previous injury or surgery of the 
spinal column. Multiparous patients may be 
blocked earlier in labor than primiparas. At least 
O.1 Gm. of seconal or nembutal is required pre- 
medication. The analgesic solution most com- 
monly used is 1.5 percent metycaine. With the 
patient in the Sims position or lying face down 
with a bolster under the thighs to support the 
uterus the sacral area is prepared with an anti- 
septic solution and draped. The malleable steel 
needle is inserted into the caudal space to the hub 
so that the level will not change when the patient 
is moved. The larger caliber needle is inserted 
into the canal far enough so that the catheter will 
be well advanced in the caudal space when the 
needle is withdrawn. Precautions are taken to 
ascertain that the needle is not in the intrathecal 
space or in a blood vessel, by attempting to draw 
spinal fluid or blood into the syringe. In the pres- 
ence of either of these the needle should be with- 
drawn and the procedure abandoned. When the 
catheter is left in place it is inserted through the 
needle so that the point of the catheter is flush 
with the end of the needle. It is then held firmly 
while the needle is withdrawn. A 20 cc. dose of 
metycaine is usually sufficient to give analgesia 
within 20 minutes and to last approximately one 
hour. The blood pressure and pulse rates are 
checked immediately and then every 5 minutes 
for the first half hour after the metycaine is 
administered. The skin level is adjusted by rais- 
ing and lowering the head of the bed, an ideal 
level being slightly above the umbilicus. A fall 
in blood pressure is combatted by injections of 
neosynephrin or ephedrine, administration of oxy-. ° 
gen, and elevation of the lower extremities. 

The number of cases reported in individual 
series varies from 1500 to 10,000, and in all the 
general impression is that the results have been 
good, though the procedure is time consuming. 
All three stages of labor are shortened and there 
is freedom from pain in every stage. Blood loss 
is minimal. The mortality rate in premature in-— 
fants born of mothers receiving caudal analgesia 
was only one third as great as in premature in- 
fants born of mothers receiving other types of 
anesthesia. Operative deliveries are increased, 
because of low forcep applications primarily. Lack 
of asphyxia in the babies is notable, one of the 
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larger series reporting only 2 percent of mature 
infants as requiring any resuscitative measures. 
The complications have been due chiefly to broken 
needles, localized infections at the site of injec- 
tion, and hypotension. The reported deaths in- 
dicate a mortality lower than when a variety 
of anesthetics are used.” 


ANESTHESIA 


Most of the statements regarding the advantages 
and disadvantages of caudal analgesia apply to 
spinal anesthesia as well. Though the pain is 
relieved more quickly the effect is less lasting. The 
chief complication is postanesthetic headache 
which is more prevalent when the method is used 
on the parturient woman than when used for sur- 
gical patients. There are few disadvantages to the 
local blocks, perineal or pudendal, but the relief of 
pain is not comparable to that obtained with the 
caudal or spinal block, and the method usually 
requires the use of some inhalation anesthetic for 
the actual delivery. 


LABoR 


The prevalence of psychosomatic factors as a 
cause for most of the pain of childbirth have led 
a few obstetricians to abandon all forms of anal- 
gesia and conduct what Grantly Dick Reed has 
termed, “physiological labor.” “When parturition 
is neither inhibited nor disturbed by mechanical, 
chemical, or psychological factors it may be termed 
physiological.”” He believes that mechanical and 
chemical abnormalities are at present treated ac- 
cording to the principles of good obstetrics and 
are relatively rare, but that psychosomatic aberra- 
tions are seldom diagnosed or treated before or 
during childbirth and are the direct cause of inter- 
ference in 90 percent or more maternity cases. 
Considerations of these aspects of labor would de- 
crease maternal and infant morbidity in Reed’s 
opinion because interference would be minimized.’ 

To conduct a physiological labor the patient 
must be a properly prepared collaborator and 
during her antepartum period be educated by the 
obstetrician in this direction. She is taught the 
signs and symptoms of labor and how labor pro- 
gresses. She is acquainted with the fundamentals 
upon which her conduct must be based—patience, 
self-control, and relaxation.” When labor actually 
starts the obstetrician sees the patient as soon as 
possible, reassures her, and satisfies himself that 
her attitude toward labor is sound. If the condi- 
tions are fulfilled the obstetrician does not neces- 
sarily stay with the patient until the difficult transi- 
tion period from the first stage of labor to the 
second begins. This is the only period which is 


associated with pain, according to Dr. Reed, and 
at this time it may be necessary to administer gas 
or demerol.’ When the expulsive forces of the 
second stage are established the patient begins to 
work with the contractions and relax between 
them. The relaxation at this point is so complete 
as to be amnesic. Delivery of the child occurs 
spontaneously, slowly, deliberately, and without 
manual aid even for delivery of the trunk and 
extremities. The baby is handed at once to the 
mother whose emotional state is immediately 
“transfigured” in her sense of achievement. The 
third stage is then explained to the patient. No 
oxytoxic substance is administered, the placenta 
being allowed to separate and descend spon- 
taneously. When it is in the vagina the mother 
is asked to expel it. 

In Dr. Reed’s experience, hemorrhage and 
lacerations are unusual, but he cautions that no 
two labors are alike. “They vary as widely as 
the natures of the women,” being influenced by 
association, environment, and teaching, and by 
the experience and ability of the obstetrician. 

This approach to childbirth without fear and, 
therefore, without pain is still relatively unde- 
veloped in this country although Dr. Reed’s ideas 
have had a great influence on individual obstetrical 
routines. Most obstetricians in the United States 
depend on analgesia of some kind, but many pa- 
tients are now being taught some of the funda- 
mental facts concerning parturition during theit 
antepartum visits to their doctors. As the ex- 
pected date of delivery draws near they are also 
instructed in the principles of relaxation, and 
reassurance becomes the major interest of each 
office visit, in the hope that increased security will 
allow the contractions of early labor to be more 
effective. This, in turn, not only shortens the 
entire first stage but decreases the interval between 
the onset of labor and the time when analgesia 
may be administered. There is also a definite in- 
crease in the amount of time which obstetricians 
are spending with their patients while in labor. 


“RooMING-IN” 


The recent emphasis placed on the importance 
of experiences in the newborn period on the emo- 
tional development of both infant and mother 
has resulted in a new departure for their hospi- 
talization. The procedure which allows the new- 
born infant to reside in the mother’s room where 
she assumes as much of the care of the baby as 
possible has been termed “rooming-in”. The in- 
creasing attention of the pediatrician to the devel- 
opmental problems of the well baby and the in- 
terest of the obstetrician in fostering sound 
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mother-child relationships have promoted this ar- 
rangement in several private and university hospi- 
tals. In institutions where this has not been pos- 
sible the practice of taking the babies to the 
mothers to be fed, whether by bottle or breast, 
has been adopted. 

In most instances the babies are admitted to 
the nursery from the delivery room and remain 
there during the first 24 hours. Thereafter the 
amount of time the baby spends in the mother’s 
room is determined by the desire of the mother. 
A bassinet with a high stand so that the patient 
may see and easily reach the infant is kept beside 
the bed. Sufficient supplies for dressing the baby 
and changing diapers are kept in a bedside cabinet. 
In most cases special nurses have been assigned to 
help the mothers care for their babies when re- 
quested. 


The usual reaction has been found to consist of 
an early demand to have the baby transferred 
from the nursery and then a decrease in enthus- 
iasm on the second and third post-partum days. 
This is due in most instances to the discomfort 
of healing episiotomies and painful breasts and 
subsidence of the feeling of elation at the termina- 
tion of the pregnancy. The greatest single advan- 
tage of the system is the confidence exhibited by 
the mothers of first babies on leaving the hospital. 
This is in striking contrast to the trepidation of 
most new mothers leaving with their babies where 
the old arrangement for hospitalization persists. 
This increased assurance eliminates many of the 
obstetrician’s problems in the late puerperal period 
as the difficuities of dealing with distraught, nerv- 
ous, and fatigued women is eliminated. “Room- 
ing-in” also allows the pediatrician opportunity to 
observe the earliest actions of the mother with her 
newborn baby and thus contributes to his under- 
standing of subsequent developmental problems.’ 

Maternal nursing has increased in hospitals 
where “rooming-in” exists. In one series reported, 
178 patients out of 190 nursed their babies success- 
fully while in the hospital and 84 of these were 
known to have continued breast feeding for at 
least six weeks.’ In the same report there was no 
increase in the incidence of infection among the 
infants, gastro-intestinal, respiratory, or dermal, 
and little demonstrable effect on the puerperai 
course of the mother. No definite conclusions 
were drawn as to increase in involution or decrease 
of lochia. 

It seems likely that there will be an increased 
demand for this kind of hospitalization as the 
stress on secure mother-child relationships in- 
creases. When mother and baby room together 
the mother not only satisfies her drive to feel use- 
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ful to her infant, but through practice in the care 
of her baby acquires confidence and skill and 
while in the hospital solves many of the problems 
which she otherwise would have to cope with 
alone. 


Earty AMBULATION 


Such a program assumes early ambulation for 
the obstetrical patient. Since the entire pregnancy 
situation is treated as physiological and normal 
and the puerperium as a resting period, the trend 
toward early ambulation after parturition is not 
surprising at this time. 

Since the beginning of the nineteenth century 
the period of ambulation has varied from one ex- 
treme to the other for both obstetricial and surgi- 
cal patients. An English obstetrician at the end 
of the eighteenth century wrote that “the sooner 
the patient gets out of bed the better” and added 
that this rising should not be deferred beyond 
the second or third day.’ Twenty years later 
obstetricians were cautioned with equal vehemence 
to keep patients in bed for three weeks after de- 
livery because of danger of prolapse of the uterus. 

Whether the present trend toward early puer- 
peral rising which began about 1940 ts merely the 
result of the natural swing of the pendulum 
away from the tradition of ten days rest post- 
partum or whether it is due to the exigencies of 
wartime conditions, controlled early ambulation 
has become the practice in most hospitals and 
clinics. Reduced bed capacity and sub-standard 
living conditions during the war years necessitated 
early postpartal activity in nearly every section of 
the United States. Detailed studies were under- 
taken in many clinics to assay the advantages and 
disadvantages. 


Early ambulation is allowed in any patient 
medically fit for the privilege. The exceptions in- 
clude any general medical or surgical condition, 
toxemia, anemia, loss of more than 500 cc. of 
blood at the time of delivery, and any circum- 
stance of labor which may offer potentialities of 
infection. Episiotomy and the use of forceps are 
not conttaindications in themselves. Controlled 
early ambulation varies in details but in general 
provides that the patient move freely in bed and 
sit upright on the bedpan to void in the first 
twenty-four hours. She is encouraged also to 
cough and to stimulate circulation in the lower 
extremities. On the second day she is allowed out 
of bed once or twice, usually having lavatory 
privileges on these excursions. By the third day 
the controlled activity permits the patient to be 
ambulatory about the room three or four times 
daily. Thereafter the patient is allowed to be up 
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as desired with the restriction that each ambulatory 
hour be terminated by an equal interval of bed 
rest. By the tenth day the patient is completely 
ambulatory except for intermittent rest. When 
the baby is three weeks old outdoor ambulation is 
resumed. 


The advantages of early postpartal activity in- 
clude a generally better recovery rate, a sense of 
well-being and a higher morale. This was especi- 
ally true in the cases of multigravidas who felt 
their recoveries were hastened by the early rising 
when they compared experiences of their previous 
puerperal periods.” The lochia decreased marked- 
ly in these patients after the third day and op- 
servors felt that the involution of the uterus was 
accelerated. The percentage of episiotomy separa- 
tions was not significantly greater than that found 
in ordinary cases." Lack of perineal pain after 
the first day of ambulation is notable and, clinical- 
ly, one observes that bladder and bowel disturb- 
ances are conspicuously absent as well. Incidence 
of morbidity is not greater in series reported for 
ambulatory patients than for those who were non- 
ambulatory. The etiology of the morbid cases 
does not differ, except that pulmonary and vas- 
cular complications occur less frequently. 

The potential disadvantages, postpartum hemor- 
rhage, excessive relaxation, and uterine prolapse, 
were less in a series reported for ambulatory pa- 
tients than had been seen previously, although fol- 


low-up studies have not been complete enough to 
eliminate a possible increase in the number of 
procedentias which may be encountered in the 
future. If, however, deliveries are managed so 
that injury to the fascia propria is avoided there 
need be no increase in either relaxations or descen- 
sis uteri. 


Similar experiences have been encountered in 
the routine practice of getting cesarean section pa- 
tients out of bed on the first postoperative day, 
with an actual decrease in the maternal morbidity 
rate. Therefore, it is generally acknowledged that 
the parturient woman is physically and psycho- 
logically benefited by early rising, not only during 
the puerperium but in her attitude toward the 
entire pregnancy. 

In these ways modern obstetrical methods have 
been tempered by recognition of psychosomatic 
factors, and, without violating good obstetric 
principles, efforts have been made: first to prevent, 
and then to repair, if necessary, the psychological 
injuries as well as the physical injuries which may 
be inflicted during pregnancy. Painless labors, 
be they pharmacological or physiological, early 
mother-child contact, education during the ante- 
partum period, and ressurance before and during 
labor have become accepted procedures. This 
results from the realization that the cmotional 
state of the patient is of equal importance with 
the physical state. 
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World Health Organization 
Maternal and Child Health Work 


Cicely D. Williams, B.A., D.M. (Oxon.), M.R.C.P., D.T.M. & H, (Lon.) 


MONG THE MoRE fortunate developments 
A in modern civilization is a vastly in- 

creased interest in the health and well 
being of mothers and children. In the words of 
the Director-General of WHO, Dr. Brock 
Chisholm: “The biggest business in the world, and 
the most important business in the world, and the 
business that outweighs all other values in the 
world, is the business of raising children.” 


This interest is expressed in the constitution of 
WHO in an explicit fundamental principle which 
states that “healthy development of the child is 
of basic importance; the ability to live harmoni- 
ously in a changing total environment is essential 
to such development”. The constitution also de- 
fines one of the functions of WHO as “to pro- 
mote maternal and child health and welfare and 
to foster the ability to live harmoniously in a 
changing total environment.” In many of the 
other clauses of the constitution reference is also 
made to the importance of social well being and 
mental balance. 

During the first World Health Assembly the 
subject of Maternal and Child Health (together 
with Malaria, Venereal Disease, Tuberculosis, and 
other subjects) was recognized as a matter of the 
highest priority and in 1948 two medical officers 
(one from Finland and the other from Jamaica) 
were appointed to the Secretariat in this field. 

The first meeting of an international Expert 
Committee on maternal and child health took place 
in Geneva during January 1949, under the chair- 
manship of Dr. Martha Eliot. The geographical 
distribution of the members of this Expert Com- 
mittee was wide. They represented (including co- 
opted members) the following countries: India, 
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China, Turkey, Poland, Czechoslovakia, Belgium, 
United Kingdom, United States, Mexico, and 
Switzerland. They included administrators, pedi- 
atricians, obstetricians, public health nurses, and 
social workers. The Expert Committee drew up a 
report which will shortly be published with the 
approval of the Executive Board and the Director- 
General of WHO. 

The subject of maternal and child health is a 
vast one. The method of attack on an interna- 
tional basis cannot be approached in the same 
manner as one of the “disease” problems. Exist- 
ing conditions vary from country to country; diag- 
nosis, pathology, therapy, and prognosis do not 
depend on well-understood or on laboratory con- 
trolled factors. Defects exist not because of any 
one pathological organism that can be identified 
witth an oil immersion lens or by a serological 
technique, but because of social, economic, and 
nutritional conditions, often complicated by age 
old prejudices, customs and resistances, which do 
not respond to injections of this or that, to spray- 
ing with D.D.T., or to the “exhibition” of any 
standardized procedure. 

It is illuminating to consider existing inequali- 
ties in health. The infant mortality rates vary 
from under 30 per 1000 live births in New Zea- 
land, to over 300 in some other parts of the world. 
Within the same country, there is often wide vari- 
ation between different areas. Within the same 
town there is wide variation between different 
economic and social strata of the population. 
Within an isolated community, living under pre- 
cisely the same general conditions, the more edu- 
cated will survive where the less educated will 
perish. Not because the educated used their 
superior mental skill in any acquisitive way, but 
because they possess adaptability and detachment. 
This was proved abundantly in many prisoner of 
war and internment camps. It is this “ability to 
live harmoniously in a changing total environment” 
which is most necessary to health and well being. 
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The existing inequalities in health status also 
indicate that what the world lacks mainly is not 
knowledge, but the diffusion and application of 
that knowledge. The main function of the sec- 
tion of Maternal and Child Health of WHO 
must be educational; its main research must be 
in educational methods. 


Obviously, it is a matter of years and not of 
weeks to find ways in which this can best be done. 
There must be a great deal of observation., con- 
sultation, and assessment both of the statistics 
and of less ponderable material before any wide- 
spread results can be achieved. In the mean- 
while, the following are the practical methods by 
which WHO is hoping to acquire “in service” 
training: 


1. Fellowships. There is a world-wide demand 
for fellowships for doctors and auxillary medical 
personnel to travel and see methods employed in 
other countries. A considerable proportion of 
these fellowships are given to pediatricians and 
public health nurses and others associated with 
maternal and child health. 


2. Visiting Consultants. WHO has received 
a considerable number of requests for vis‘ting con- 
sultants. It may not always appear to be easy 
for a maternal and child health expert from one 
part of the world to assess and give useful advice 
about the problems in another country with an 
entirely different background, but experience has 
shown that observation and discussion generally 
lead to quickened interest and to the emergence 
of constructive ideas which are of mutual benefit. 


3. Information. The Expert Committee on 
Maternal and Child Health has emphasized the 
importance of exchange of information. Already 
WHO has started an information service which 
has provided many countries, particularly those 
devastated by war, with books and periodicals on 
a general scale. Enquiries are received on all 
manner of subjects, all of which need careful 
answers, and some of which require painstaking 
collation and even research. Others will require 
the preparation of specific monographs. This serv- 
ice is still in its early stages. 


4. Demonstration Teams. Following the suc- 
cessful practice of the Malaria, Venereal Disease, 
Tuberculosis, and other Sections, WHO has of- 
fered to provide demonstration teams in Maternal 
and Child Health, and several countries have 
asked for them. The exact mode of operation 
of these teams is still under discussion. It is 
obvious that it cannot be a relatively simple, 
dramatic and immediately rewarding technique, 


universally applicable, to be readily harded over to 
the local health authorities. It is more likely that 
these teams will include teachers on loan or ex- 
change and visiting seminars, and that they wiil 
give assistance to schools of medicine, nursing, or 
midwifery. But, as always, diagnosis should come 
before treatment, and observation before advice. 

In WHO, Maternal and Child Health is a 
“section” in name, but not in philosophy. Is 
establishes the means of focussing medical and 
other benefits on an important but often inarticu- 
late and neglected part of humanity. There are 
many international (and, within the countries 
themselves, national) bodies, both governmental 
and non-governmental, with which co-operation 
will be established. Within the structure of the 
United Nations the Department of Social Affairs, 
UNESCO, the I.L.O., and F.A.O., will obviously 
be in close association and some joint projects are 
envisaged. UNICEF has done magnificant work 
in providing for emergency needs of mothers and 
children in war devastated and other countries. 
Now that many of the worst emergencies have 
been met, many countries are anxious not so 
much to have supplies of food and clothing and 
mass immunization as to establish long term plan- 
ning to improve the health of mothers and chil- 
dren on a sound educational basis. In addition, 
there are many voluntary bodies, such as Inter- 
national Union for Child Welfare, the League of 
Red Cross Societies, and others, with whom co- 
operation is already being established. 

The Expert Committee has drawn attention to 
the needs of mothers and children in so-called 
“underdeveloped” areas. This is a type of work 
that is likely to become most important. It is 
certainly most rewarding. In other branches of 
medicine there may be little to be learned in the 
“backwoods.” But those who have had the privi- 
lege of working for mothers and children any- 
where realize that they have much to learn; and 
wherever they go there is always something new, 
something important to be studied and appraised. 
It is when going into an “underdeveloped” country 
that health workers realize how much health and 
well being depend on “cleanliness, fresh air and 
good food,” things they may have taken for 
granted and never worried about before. They 
learn that merely to stamp out a disease does not 
necessarily bring increased health, any more than 
destroying its weeds automatically produces a 
beautiful garden. They learn too that a sane 
philosophy can flourish occasionally despite the 
most adverse material circumstances and that in 
every country in the world you will find much 
the same type of people represented. 
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Maternal and Child Welfare in Sweden 


Christina Ellwyn, M.D. 


NE OF THE Alms of Sweden’s welfare 
@) policy is to spread the cost of the main- 

tenance of children over the community 
as a whole instead of leaving it to be borne en- 
tirely by the individual family. The society tries 
also to give a higher living standard to the chil- 
dren and to provide for a healthy environment, 
physically and mentally. Though the welfare 
policy has become more important, especially 
during the last decade, it is by no means com- 
pleted. There are still various fields where work 
has to be done, for instance, in improving the 
housing conditions and in making it easier for 
the children of the lower income groups to get 
higher education. 

The results of the improved social welfare for 
mothers and children may be classified as (1) 
financial assistance; (2) collective assistance; and 
(3) social legislation for children and young per- 
sons. 

(1) Financiar AssIsTANCE 

(A) General child grants. As a result of the 
system of direct taxation the state has abolished 
income tax relief for children and instead makes 
an annual grant of 260 kronor to every child 
under 16. The earlier system was of very little 
benefit to large families with small or non-taxable 
income, but the general child grants help the lower 
income groups to a higher living standard. The 
money is paid every 3 months to the mother of 
the child. 

The state’s cost of these grants is estimated at 
approximately 300 million kronor a year. 

(B) Special grants to children. Special grants 
are given in cases where the family wage earner 
is dead, sick, or unemployed, or where he has 
deserted the family. 

Grants are made also to orphans and to the 
children of widows or of fathers who are per- 
manently incapacitated. The maximum sum pay- 
able to any child in the highest cost of living area 
is 510 kronor a year. A special form of aid is 
the advance of alimony in cases where the mar- 
riage has been dissolved or the mother is unmar- 
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tied and the child’s father does not fulfil his 
maintenance obligations. The local authorities 
pay the amount legally fixed for maintenance, or 
a proportion thereof, and recover the money later 
from the father. The state bears a certain propot- 
tion of the costs. 


If the family wage earner is unemployed or 
sick, the insurance benefit is payable to the chil- 
dren. In cases where he does not belong to an 
unemployment or sick benefit fund and the chil- 
dren need special financial help, this is obtained 
from the Social Assistance, which is a form of 
supplementary relief and is paid for entirely by 
the local authorities. To make it possible for 
families with children to get better housing condi- 
tions, the state gives large subsidies for rent and 
building. 

(C) Financial assistance for mothers. It is 
important for the pregnant woman not to have 
to worry about the extra costs imposed by the 
birth of a child. The law forbids an employer 
to discharge a woman because of marriage or 
childbirth, and she is entitled to a certain leave 
of absence. As she has only in certain special 
cases the right to obtain a part of the salary, the 
financial burden has to be reduced in other ways. 

A maternity grant of 75 kronor is paid to 
women who meet certain income qualifications and 
who are not members of the voluntary sick bene- 
fit funds. Those who are members get a mater- 
nity benefit of 110 to 125 kronor, of which the 
state pays 75 kronor. Both these forms of as- 
sistance come under the social insurance scheme, 
and approximately 95 percent of all mothers bene- 
fit from them. 

Maternity relief varies according to the indi- . 
vidual need, but may not exceed 400 kronor (500 
kronor when more than one child is born). The 
aid is most often given not in cash but in goods 
to ensure that it is used for the special purposes 
for which the need is greatest. A large part is 
devoted to clothes for the mother and the child, 
better food, dental care for the mother, etc. 

Applications are dealt with by the local Child 
Welfare Board, but the decision is taken by the 
Maternity Relief Board of the province, The 
latter board consists of three persons, two of 
whom are chosen by the government. The aim 
is to provide an interest in each case that is more 
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personal than is possible when the money is paid 
out through insurance funds, as well as to guaran- 
tee a certain amount of equality all over the 
country. 


(2) Cottective AssIsTANCE 


(A) Health services. One of the most im- 
portant ways of combating mortality in children 
is the maternal and child health service. 

Every pregnant woman can be examined free 
of charge in prenatal clinics, where necessary 
protective foods and prophylactic treatment are 
given gratis. 

Maternity and child welfare centers and clinics 
provide an extensive system of care and medicai 
inspection, and there is a network of institutions 
all over the country. These are run by medical 
officers of health assisted by nurses and midwives, 
The midwifery service is free in the home as well 
as in the hospital, and the woman pays only for 
her food in the hospital, not for the care. 


At first the child welfare centers dealt only with 
infants, but now all age groups are included up 
to school age, at which time the school health 
service takes over. This gives medical supervision 
to the majority of elementary and secondary school 
children. Dental care for children is also recog- 
nized as important, and special dental clinics, sup- 
ported by the state, provide for examinations and 
compulsory treatment. The fee paid by the 
parents is very small or nothing at all. 


The mental health service has been fully em- 
phasized only during the last decade. Larger 
towns and the provincial authorities receive state 
support for centers for the investigation and treat- 
ment of mental disorders in children and young 
persons. Also, advice on educational questions 
may be obtained here. These clinics are directed 
by child psychiatrists, who are assisted by social 
workers and psychologists. The clinics co-operate 
to a large extent with different child welfare in- 
stitutions and schools. The main activity is out- 
patient work, but the clinics have accomodation 
in hospitals at their disposal. 

This mental health service exists at present in 
only a few towns and provinces; however, several 
new clinics are planned, and it is hoped that they 
will soon be able to start work. 


(B) Services for pre-school children.. One of 
the main problems of the labor market during the 
last few years has been the need for female labor. 
To make it easier for mothers to work outside 
their homes, state grants have been payable to 
certain institutions for children. These include 


day homes for infants and children under school 


age who need care during the whole day, and play 
schools for children between 4 and 6 years of age 
who need supervision only during certain hours. 
In several of the big cities afternoon homes take 
care of the school children after school hours. 

Agricultural day homes in the country have 
also been tried, mostly during the harvest, but 
these are still on an experimental basis. 


(C) Services in the schools. For many years 
several schools have provided poor or delicate 
children with a free meal at school. This is 
especially important for the children who live far 
away from the school. The service is now ex- 
tended to include all children of school age. The 
meal is planned to suply half the child’s daily 
requirement of proteins, mineral salts, and vi- 
tamins, and a third of the calories. The com- 
munities get state grants for the school meals and 
though these have not yet been introduced every- 
where because of certain difficulties with personnel 
and accomodation, already a large number of the 
children get their meals. It is probable that the 
system will be in effect everywhere in the near 
future. 

Also, school material is now provided free of 
charge in the elementary schools which get state 
grants for the costs. 


(D) Recreation facilities for children and 
mothers. In Sweden for many years it has been 
made possible for children to spend a part of the 
short summer in different surroundings, particu- 
larly to give the children from the cities a country 
holiday. Children’s colonies and camps, organ- 
ized by local authorities as well as by private in- 
stitutions, provide for about 30,000 children. The 
care and travel are free of charge. 

Children can also be boarded in private homes, 
which are paid for by an organization or the Child 
Welfare Board, and the state pays the travel ex- 
penses (free summer travel) for children who are 
sent to relatives and friends. The grants are, 
however, dependent on certain income qualifica- 
tions. 

Also, housewives can get a free journey during 
the holiday time to stay with relatives or in 
special holiday homes. The conditions for gran 
are similar to those for children. , 

(E) Special domestic assistance service. This 
service has grown up during the past few years 
and has become very important for large families. 

Local authorities who employ qualified “home 
assistants” receive financial support from the state 
and guarantee the assistants a reasonable standard 
of living. These assistants take the place of the 
housewives in cases of emergency such as sickness, 
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childbirth, or death. The fee is small, and de- 
creases according to the number of children in 
the family. 


(3) Soctat LecisLaTIon For CHILDREN 
Public assistance for children is administered by 
the local Child Welfare Board. The Board is 
elected by the people and has a large measure of 
independence. It is supervised by the Ministry 
for Social Affairs. 


The Child Welfare Board administers severai 
of the services mentioned above, such as mater- 
nity relief, free travel grants, etc., but its main 
purpose is the responsibility for seeing that the 
best possible conditions are provided for the care 
and upbringing of children in the community. 
The Board supervises the foster homes in the 
district and has the right and duty to provide for 
adequate care of all children who need it. Deserted 
children, orphans, and children in need of special 
care get what is known as “social care”. Those 
who suffer from neglect or maltreatment or who 
are in danger of becoming delinquent or who are 


delinquent can, if preventive measures are in- 
sufficient, be removed from their homes even with- 
out the consent of the parents. The parents have, 
however, the right to appeal to the court of the 
province. 

Special institutions, all subject to governmental 
supervision, take care of different kinds of chil- 
dren. Homes for infants are for infants with- 
out their mothers, mother’s homes for infants with 
mothers, provisional homes for short period care 
of children over one year of age, permanent homes 
for longer periods, and approved schools for de- 
linquent children. Among the approved schools 
a high degree of differentiation according to sex, 
mental age, and mental state provides the best 
possible method of re-education. Special schools 
take care of the juvenile delinquents between 18 
and 21 years of age. 

An interesting social legislation is the one that 
provides that every child born out of wedlock 
has a special guardian who assists and protects the 
mother in different ways and also takes care of 
the child’s interests until the age of 18 years. 


Maternal and Child Welfare in Australia 


Phyllis D. Cilento, M.B., B.S. 


Ts CHILDREN OF Australia are among 
the healthiest in the world. The infant 
mortality rate, which is recognized as a 
reliable criterion of child health and hygiene in 
a community, is 29 per 1000 births (1947), the 
only countries in the world showing better figures 


being Sweden (25) and New Zealand (25). 


This is as it should be, for its people live in a 
healthy temperate climate and there is practically 
no overcrowding (about 2.25 persons to the square 
mile), there being some eight million (about the 
population of the City of New York itself) scat- 
tered round the eastern seaboard of the Continent, 


Dr. Cilento is Lecturer in Mothercraft, 
University of Queensland Medical School; 
Founder and President of the Mothercraft 
Association of Queensland, Australia. 
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only 52,000 square miles less in area than the 
whole United States. More than half the families 
live in the capital cities and large country towns; 
the standard of living is uniformly high, the in- 
cidence of disease low. The children are on the 
whole well-nourished, except in the dry inland 
areas, and both mothers and children enjoy ex- 
cellent social services and medical benefits at low 
cost or free to all those who wish to avail them-’ 
selves of them. 


The mothers in Australia are not in quite such 
good case, for although they receive good pre-and 
postnatal and medical care in the cities and 
larger country centres, the facilities in outback 
areas are by no means adequate. The maternal 
mortality rate, despite all our efforts, has not 
fallen as rapidly as the infant mortality (in 1945 
representative figures were 2.47 per 1000 births, 
Queensland), but since the return of medical and 
hospital services to normal after the war, the 
figures are still improving. 
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In order to understand how social and health 
services affect mothers and children in Australia, 
it is necessary to know something of the political 
pattern of the country; for the state is playing an 
ever-increasing part in the medical care of the 
individual, as well as in public health and in 
preventive and hospital facilities. 


Australia, a self-governing member of the 
British Commonwealth of Nations, has a consti- 
tution based on that of the United States, in that 
the States (six of them) are also self-governing, 
delegating certain powers to the Federal Govern- 
ment. Each State thus initiates and controls its 
own health service, with local authorities carrying 
out municipal health measures; but with some 
Australia-wide services, such as quarantine, labora- 
tory services, hospital and pharmaceutical bene- 
fits and maternity allowances, delegated to the 
Commonwealth. During and since the war the 
Federal Government has assumed wider and wider 
powers, particularly in regard to health and hospi- 
tal control, pre-school child care, maternity allow- 
ances (1942, 1944), Child Endownment (1941, 
1942, 1945), and hospital (1947) and _phar- 
maceutical benefits (1948) to all citizens regard- 
less of means. 


Australia requires above all things more popula- 
tion. Although immigration is proceeding apace, 
it is well understood that its own babies are its 
best immigrants; therefore, every effort is made 
by a paternal government to encourage mother- 
hood and to assist parents of large families. 

The following inducements do indeed lighten 


for the average wage-earner the costly privilege 


of having a large family. 


1. On registering her baby every mother re- 
ceives a Maternity Allowance from the Federal 
Government, £5 for the first child, £6 for the sec- 
ond, £7 to £10 for the third and subsequent chil- 
dren. She aiso receives £10 to enable her to em- 
ploy domestic help during the confinement period; 
amounting in all to £15, £16, £17 to £20. This 
sum is most often used to assuage hospital ex- 
penses, layette costs, etc., but has had the curious 
effect of enabling more women to engage a private 
doctor and intermediate hospital bed for their 
confinement. So that since the introduction of 
the increased maternity allowance the public wards 
of the maternity hospitals have fallen in their 
numbers, while the demand for intermediate and 
private beds has risen considerably. 


2. The basic wage is based on “man, wife, and 
one child.” To assist them in the rearing of more 
children every mother receives Child Endowmen: 


from the government; 10/- per week for every 
child under 16 after the first child. Thus a 
mother of four children would receive 30/- per 
week until her eldest child reached 16; then 20/- 
while her second child was under 16, and so on. 


3. There is also a Hospital Benefit paid by the 
Commonwealth Government, under which all 
hospital patients, whether maternity or otherwise 
have 8/- per diem remitted from their hospital 
fees. This pertains whether the mother enters 
a public ward at a usual low fee of about 3/3/0 
(if not entirely indigent), or has a private room 
at 8 or 9 guineas and her private doctor. 


4. Recently under the Pharmaceutical Bene- 
fits Act, all drugs prescribed under a fairly wide 
formula antibiotics are included, but not pro- 
prietary preparations as such) are free, regardless 
of means. There is so far some delay in actually 
administering this Act, owing to non-co-operation 
on the part of many medical practitioners. 


5. A Medical Benefits Act is also in course of 
implementation, under which patients attending 
private practitioners, clinics, etc., will have half 
the usual fees remitted, and paid to the practi- 
tioner by the Commonwealth Government. 


6. Sickness Benefits, Widow’s Pensions, and 
Invalid Pensions also make extra allowances for 
children in the families of those receiving Govern- 
ment aid in these respects. 


Maternal, Infant, and Child Welfare is a func- 
tion of each State Health Department, and thus 
differs to some extent in the different parts of the 
Continent. A close study, however, of the serv- 
ices and methods employed in each State reveals 
the fact that there is a unanimity in overall 
policy, the main differences lying in the climate, 
the population, and the richness of the State, 
closely settled and highly developed States, like 
Victoria and New South Wales, being able to 
provide more and better facilities than the large 
primary-producing States of Queensland and 
Western Australia, with a big proportion of their 
people scattered in sparsely populated country 
areas. 


However, the mortality and morbidity figures 
for both mothers and babies in these States meas- 
ure up well to the general figures, the freedom 
from infection and open air life of the country, 
offsetting the more congested living and liability 
to infections in the capital cities. 


Rather than to consider maternal and baby wel- 
fare separately for each State, it will present as 
true a picture to describe the common policy and 
general facilities available throughout the Com- 
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monwealth, with examples drawn from those States 
which have developed various aspects more in- 
tensively. 


PREPARATION For PARENTHOOD 


This service, though its value is appreciated in 
most States, is not well developed, largely owing 
to shortage of trained personnel to conduct classes. 
Certain voluntary organizations, such as the 
Mothercraft Association of Queensland, Catholic 
Youth Organizations, and Departments of Mater- 
nal and Baby Welfare, conduct classes on mother- 
craft for girls and expectant mothers. Infant wel- 
fare trains give demonstrations to country school 
girls; correspondence systems give advice and send 
simple literature to many hundreds of mothers 
throughout the country districts of Australia; and 
though not always officially recognized these per- 
form a valuable service for the “outback mother.” 

Classes on general education for parenthood 
are few and far between and are not always well 
attended. Some are conducted by the Workers 
Education Association in several States; the Box 
Scheme of parent education begun in Western 
Australia with a grant from the Carnegie Cox- 
poration has done excellent work and has now 
spread to groups in other States. Altogether there 
are some parent education facilities in each State, 
but the systems are unco-ordinated, and there is no 
unanimity of instruction, which is often confused 
by conflicting ideas. Instruction in Infant Wel- 
fare has been left largely to Infant Welfare 
Organizations, the press, and the radio. 

There is indeed a crying need for well organized 
and authoritative courses of instruction in every 
aspect of education in mothercraft, fathercraft, 
infant welfare, and child guidance throughout the 
whole Commonwealth, both for school children in 
the normal course of their education and for pros- 
pective parents. 

Such a system might well be enlarged to in- 
clude much needed assistance in family relations. 
This is a field greatly affecting maternal and 
child .welfare practically untouched in Australia, 
although our divorce rate is rising sharply each 
year; having more than doubled in the last decade. 
Even apart from divorce, the broken or unhappy 
home is of more frequent occurrence and has 
most deleterious effects on the children. 


MATERNAL CARE 


Regular prenatal care is provided by all large 
maternity hospitals, of which there are many in 
the capital cities and country towns. Local and 
denominational maternity hospitals are subsidized 
by the State, while the health authorities exercise 
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close supervision of all maternity hospitals, whether 
public, intermediate, or private. Nurse midwives 
are well trained, registered, and closely supervised. 
Owing to the strict State requirements, the rise 
of living costs and wages, with fixation of fees, 
and staff shortage, the private maternity home is 
rapidly passing out of existence in Australia. 

Prenatal clinics are also conducted in connection 
with the Baby Health Centres in cities, for nurse- 
midwife cases; while in country districts where no 
hospital is available, the Bush Nursing Service 
offers country mothers regular advice and supervi- 
sion at their nearest Bush Nursing Centre. A 
hospital survey made in 1945 showed that 62 per- 
cent of mothers were then confined in hospitals in 
the Commonwealth. The proportion must be even 
higher since the end of the war. Blood counts 
and Wassermann reactions are made as a routine 
in city clinics, not in country centres. Rh factor 
assessements are so far made only in those cases 
whose history suggests the advisability. 


Private practitioners throughout Australia are 
well educated to the value of regular prenatal 
supervision and provide it as a routine in their 
obstetric cases. The vast proportion of obstetrical 
work is carried out by the general practitioner. 
Only in the cities are specialists available, usually 
combining their work with gynecology. 

The value of pre-and postnatal physical educa- 
tion has been well appreciated for some years in 
the large maternity hospitals of Sydney, Mel- 
bourne, and Brisbane, and specially trained physio- 
therapists conduct regular antenatal exercise classes 
to train and condition mothers for the later 
months of pregnancy, and for the confinement, 
largely following the methods of St. Thomas’ 
Hospital, London. Modifications of the therapy 
towards “painless natural childbirth” as emphasized 
by Dr. Grantly Dick Reid have been introduced, 
but complete experimentation in this field has not 
yet been undertaken. Postnatal exercise and mas- 
sage are conducted in the public wards, while 
private and intermediate cases are coming to des 
mand these services as part of their care and 
rehabilitation. 

Until the war-time and post-war rise in the 
birth rate, maternity hospital beds were almost 
adequate to meet the demand; but the present 
demand now greatly exceeds available beds, and 
the length of stay in most hospitals has been 
reduced from the previously considered optimum 
of 12 to 14 days. The sojourn in hospital of 
the normal mother and baby has been curtailed 
to 10 and in some hospitals to 6 or 7 days owing 
to insufficient accommodation. No mother is, 
however, discharged unless she and her baby are 
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perfectly normal. Postnatal examinations are 
made as a routine in all hospitals and clinics. 

An infant welfare nurse from the Department 
of Health visits the mother before she leaves the 
hospital or immediately after she arrives home, 
giving advice on care and feeding and inviting her 
to bring her baby to the nearest Baby Health 
Centre. All maternity cases in hospitals whether 
public or private receive some sedation and anes- 
thesia as required, the type used varying with the 
practice of the doctor in charge. 

The proportion of instrumental deliveries is 
not high. In a representative hospital of over 
3,000 confinements a year, there were 331 in- 
strumental cases in the year, including those for 
the instruction of 33 medical students. Episio- 
tomy is performed only where there are special 
indications, 172 in 3,000 cases. 


Many public cases are delivered by medical and 
nursing students under supervision. It is con- 
sidered a great disgrace if the patient suffers a 
perinaeal laceration. In the 3,000 confinements 
there were 400 lacerations, mostly first and sec- 
ond degree only. In this hospital (Royal Hospital 
for Women, Sydney) the mortality for booked 
cases was 0.3, 7.6 for emergency cases of which 
there were 700. 


INFANT WELFARE 


Infant welfare services are widespread and well- 
established throughout Australia. Modelled on 
the English and French practice initiated at the 
beginning of the century, New South Wales 
started a campaign as early as 1904 for the train- 
ing of mothers, and opened the first Baby Clinic 
in Australia in 1914. Since then the Infant Wel- 
fare Movement has spread to every State. 

Except in Queensland, where the government 
shoulders the whole financial burden, infant wel- 
fare work is carried on by voluntary or local socie- 
ties, heavily subsidized by the State, the Depart- 
ments of Maternal and Baby Welfare in most 
cases supervising, setting standards, and directing 
policy. 

The fact that different bodies train Infant Wel- 
fare nurses and guide the feeding and manage- 
ment of babies and children in each State, and 
that sometimes several systems are taught in the 
same State, tends to make for confusion in the 
minds of the mothers themselves. The situation 
calls for frequent round table conferences between 
States and conflicting schools of thought to co- 
ordinate these differences, which with the recent 
improved knowledge of nutritional requirements 
of infants are more apparent than real. 

In the capital cities Baby Health Centres are 
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conveniently situated in every suburb. In the 
country there are centres in every town according 
to its size, while part-time clinics are conducted 
throughout the small towns and rural areas. 

At the clinics, which are free to all mothers, 
babies, and children from the time the mother 
leaves the maternity hospital up to school age, 
regular supervision of the baby and advice to 
the mother are given by specially trained Infant 
Welfare nurses, and at many clinics, by doctors 
as well. 

There is no atempt at treatment beyond the 
adjustment of diet and management of the well 
baby. Should the nurse find any signs of illness 
or the need for medical treatment, the mother is 
immediately referred to her own doctor, who is 
notified by the nurse; or to a public hospital if 
the parents cannot afford to pay. In this way, 
many conditions requiring treatment are brought 
early to medical care. 


Throughout the Commonwealth it is not only 
the indigent mother who avails herself of the 
Baby Health Centre. Mothers of all classes and 
income groups attend regularly and many actively 
interest themselves in supporting the organization 
which renders them this excellent service. The 
Baby Health Centre is in many places, especially 
in country districts, quite a rendezvous where 
mothers meet and form friendships on the basis ot 
their common interest in their babies. 

New South Wales has well over 240 centres, 
acting with more than 200 InfantWelfare nurses. 
Queensland has 170 Baby Clinics. South Austra- 
lia has 130 Schools for Mothers, metropolitan and 
rural. Tasmania has 33; Victoria, 253; Western 
Australia, 39 full-time, with 75 sub-centres; the 
Federal Capital Territory, 3 centres, with a nurse 
visiting outlying parts regularly by motor car. 

In a sparsely populated country like Australia 
special facilities are required to serve country 
mothers, who live well off the beaten track. These 
are provided in various ways. In New South 
Wales alone the Bush Nursing Association con- 
ducts 52 Infant Welfare centres; this association is 
also doing invaluable work for “outback mothers” 
in several States. The Far Western Children’s 
Health Scheme is active in Queensland and New 
South Wales, supervising the health of Bush chil- 
dren, and bringing them to the coast for holidays, 
medical treatment, and better nutrition. 

Baby Health Trains travel to many outlying 
country areas in Queensland and South Australia, 
while Victoria and Tasmania boast of having 
the first traveling Child Welfare Caravans in the 
world. The Country Women’s Association is 
active in all areas, promoting clinics, often assist- 
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ing in providing a building or a nurse for a 
Maternal and Baby Health centre, or a Rest Home 
for waiting mothers. Correspondence systems are 
actively conducted by every State; and several 
excellent mothercraft correspondence services are 
carried out by trained staffs on women’s magazines 
and papers. 
MorHeErcrAFT Homes 


In all capital cities, except Perth, Mothercraft 
Homes and Hostels have been established, usually 
by voluntary organizations with State aid, to care 
for mothers with young babies who are having 
difficulties with their feeding or management. The 
infants are rehabilitated on breast or artificial 
feeding, the mothers educated in correct methods 
of feeding and management. Some homes take 
only this type of case (Tressiallian, Karitane) ; 
some take waiting mothers as well; others take 
babies whose parents are temporarily unable to 
care for them. 


TRAINING OF INFANT WELFARE AND MoTHER- 
CRAFT Nurses 


These Homes serve a dual purpose, for they 
also act as training schools in infant welfare for 
the graduate nurses, who take a four months 
intensive course, with lectures, practical work, and 
clinic attendances. Mothercraft nurses and 
“home assistants,” girls of 18 years and over with 
no previous nursing experiences, ate trained at 
these homes, undertaking a course of 12 to 15 
months, and qualifying after examination to take 
charge of babies and young children in the home 
or institutions or to assist the mother with the 
care of her young family. Mothercraft Homes 
always have a waiting list, and both Infant Wel- 
fare nurses and mothercraft nurses are constantly 
in demand for Baby Health Centres, institutions 
and homes, and infant hospitals and child care 
centres. 

As approximately 182,384 babies are born every 
year and the pre-school population of Australia 
is over 740,000, and only about 100 infant welfare 
nurses and slightly more mothercraft nurses train 
each year (not all of whom pursue their avoca- 
tion), it is apparent that the trained personnel is 
quite inadequate to meet the developing needs of 
infant and maternal welfare, and that in every 
State the opening of much needed prenatal and 
Baby Health Centres is retarded by inability to 
staff them. 


Tue Pre-SHcoot CHILp 


The same situation pertains, i.e., lack of trained 
staff, in the field of pre-school child welfare and 


education. Toddler’s clinics have been set up by 
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the Health Departments in several States, with 
medical examinations and regular supervision; but 
mostly in the city areas. Kindergartens and Child 
Care Centres for working or shopping mothers 
cannot expand their work for want of trained 
staff. However, the State Education Depart- 
ment has now commenced to train its own teachers 
in order to open kindergarten schools as part of 
the State education system throughout the coun- 
try. 

Care of the pre-school child has recently received 
the attention of the Federal National Health and 
Medical Research Council. It was recognized as 
a neglected field, a gap between the excellent in- 
fant supervision and the school health service. 
Kindergarten Unions working in each State were 
touching but the fringe of the problem with 
several kindergartens and “creches” in the cities 
only. Pre-school Child Development Centres were 
set up by the Commonwealth Government itself 
in each State to act as research centres, and as 
models and observation posts for the public and 
educational bodies. These have borne good fruit 
in educating the public towards the value of well 
conducted pre-school child care centres. The 
ordinary mother, however, has little organized 
assistance in Child Guidance and few clinics where 
she can seek advice on behaviour difficulties. 


PRINCIPLES IN INFANT WELFARE 


The principles of baby care advocated through- 
out Australia, whether by a State Department or 
by one of the infant welfare organizations that 
operate in the different States are broadly alike: 

1. Natural or breast-feeding is recognized as 
the best method for infants up to the age of 9 
months. It is encouraged and with great success 
in the maternity hospitals, Baby Health Centres, 
and Mothercraft Homes, and by pediatricians 
throughout Australia. 


2. Failing full breast feeding complementary 
feeding with modified cow’s milk is advocated. . 

3. Artificial feeding is usually carried on with 
cow’s milk modified by the mother at home (for- 
mulae are not made up by dairies), by dilution, 
with the addition of lactose or cane sugar and a 
50 percent cod liver oil emulsion. Low protein 
mixtures are mostly favored. Lactic acid milk and 
high protein mixtures are used only in special 
cases. A low fat percentage is advised in summer 
and in tropical areas. 

4. Dried milk (enriched) is used where fresh 
milk is unprocurable or home surroundings are 
unsuitable for keeping cow’s milk. 


5. Cereals and pureés are introduced late as a 


| | 
An 
| 
4 
2 


294 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


rule, not until after 6 months in most clinics, and 
mixed feeding is established much later than in 


America. 

6. Tins and jars of ready-made infant’s and 
toddler’s foods are not available. The mother cooks 
fresh foods daily for her children. 

7. Regular habits of eating, sleeping, elimina- 
tion, and playtime are still strongly advocated by 
all systems, although the rather rigid regimenta- 
tion previously in vogue has given place to a 
more human attitude and more flexible rules, much 
to the benefit of young mothers and their babies. 

8. “Rooming-in” is not practiced in maternity 
hosp'tals, though there is a movement in that 
direction. 

9. Clothing is light, especially in summer, much 


as it is in the United States. No heavy winter 
clothing is required. 

As one would expect in a new, wide and free- 
dom-loving land, Australian mothercraft lays 
stress on natural childbirth, and on natural feed- 
ing, an open air life, plenty of sunshine, exercise, 
and freedom of movement for its babies and 
growing children. 


Footnote: [An excellent reference book on 
the Child Welfare Movement in Australia has 
been written by Dr. John Bostock and Miss 
Edna Hill, “The Pre-School Child and Society” 
(University of Queensland). I am indebted to 
them for much of the information in this article, 
as well as to reports from the Division of Social 
Affairs in the United Nations.—P.D.C.] 


Maternal and Child Health Services in 
The Union of Soviet Socialist Republics 


health services is the responsibility of 

Dr. Maria Kovrigina, Deputy Minister 
of Health of the U.S.S.R. Her field of activities 
is extremely wide. She supervises all children’s 
and women’s medical and disease-prevention insti- 
tutions. 

A cohesive network of state institutions for 
children has been constructed throughout the 
Soviet Union, as a result of which women can 
bear and rear their children without suffering loss 
of health, capacity for work, or usefulness to the 
society in which they live. 


Sia OF ALL maternal and child 


The consultation centers are among the most 
remarkable of these institutions. They are in- 
tended for the all-around care of children’s health 
from birth to the age of three. Throughout this 
period these institutions ensure the necessary con- 
ditions for normal healthy development of the 


children. 

Care for the future Soviet citizen begins long 
before his birth. The specialists at the consulta- 
tion centers keep the health of the expectant 


mother under observation throughout her preg- 
nancy. If the specialist finds the work in which 
an employed expectant mother is engaged is too 
heavy, she is transferred to lighter work, without 
losing any privilege or any part of the wages re- 
ceived in her usual work. Thirty-five days pre- 
vious to the birth of her child she is given leave 
of absence with full pay. This leave lasts until 42 
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days after the child’s birth and in cases of difficult 
pregnancy and birth is extended. The mother is 
paid from the state social insurance fund; she also 
receives, from the same source, a special allow- 
ance for the child’s layette and extra food. 


Some time before the baby is born a visiting 
nurse is sent from the local consultation center 
to the expectant mother’s home. This nurse talks 
to the parents, explains how to create the most 
hygienic conditions and gives other practical ad- 
vice. 

The consultation center receives daily informa- 
tion about the number of births on the previous 
day. On the first day that the mother returns 
home from the hospital with her child, the local 
consultation center doctor and nurse visit them. 
For many inexperienced mothers this is the hard- 
est day of all. The nurse helps the mother to look 
after the child and shows her the normal routine 
for feeding. If the infant has been born slightly 
prematurely or is not robust, the doctor keeps 
him under special observation. At the most crit- 
ical times—when the working mother is about to 
return to her job, when the feeding routine is 
changed, and when the infant is weaned—the 
nurse visits the mother more frequently. 

Systematic examination of babies is carried on 
by specialists at the consultation centers, where 
they are weighed, vaccinated, inoculated for pre- 
vention of diphtheria, and given anti-dysentery 
treatments. 

The child-welfare consultation center is a place 
where the mother receives literally everything the 
newborn infant requires: qualified medical aid, 
care, medicine, vaccination, etc. 

At each of these centers there is a dairy-kitchen 
where fresh milk foods, special milk preparations 
for children, cream, curds, rice-and-milk liquids, 
vitamin jellies, and so on, are to be obtained every 
day. The State has allotted considerable sums for 
this purpose, so that women whose wages are not 
high may receive the necessary food free of charge. 
It is also supplied free to mothers of large fam- 
ilies and to unmarried mothers. 


In 1936, the state expenditure on maternity 
homes, nurseries, dairy-kitchens, kindergartens, etc., 
was 2,174,000,000 rubles. As a result of the gen- 
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eral improvement in the standard of well-being of 
the Soviet people and of the state aid to mothers 
and infants, child mortality has dropped to half 
of what it was in 1913, the last peacetime year 
before the Revolution. 


Substantial material assistance to mothers is 
provided by the decisions of the Soviet Govern- 
ment. On the birth of the third child, an allow- 
ance of two hundred rubles is granted. On the 
birth of the fourth child the mother receives, 
besides her allowance at the time of birth of 650 
rubles, a monthly allowance for the child’s up- 
bringing during the first five years. On the birth 
of more children the allowance is increased. Un- 
married mothers receive monthly allowances dur- 
ing the child’s first 12 years. From year to year, 
state aid to mothers steadily increases. In 1945, 
a sum of 2,104,000,000 rubles was paid in state 
allowances to mothers of large families and un- 
married mothers. In 1946 this sum was almost 
doubled—4,072,000,000 rubles. The trade unions 
are of great assistance, too. By a special decision 
the All-Union Central Council of Trade Unions 
has obliged the administration of the enterprises, 
offices, etc., where mothers of large families, or 
unmarried mothers, are employed, to give them 
assistance out of their own funds. If conditions do 
not permit the unmarried mother to bring up her 
child at home then she may, if she wishes, put 
him in one of the special homes for babies, where 
her child will be reared in excellent health and 
hygienic conditions, have the best of care and the 
attention of a qualified staff. She may visit her 
child when she wishes, and may remove him from 
the home if it becomes possible to care for him 
at home. ; 

Number One Babies’ Home in Moscow is a 
model institution of this type. The personnel have 
transformed it into a real home. The rooms are 
lofty, airy and sunny, the food is first-rate. In the 
summer the children are taken to a house in the 
country. 

During the course of the past six years the 
number of children’s and women’s consultation 
centers increased from 5,800 (in 1941), to 7,700 
(by the beginning of 1947). 

—(U.S.S.R. Information Bulletin, November 
17, 1948.) 
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Research on Maternal and Child 
Welfare in India 


ORE THAN 2,000 women between the 
M ages of 12 and 50 in South Calcutta 
will be interviewed by two women work- 

ers for the collection of information required for 
medical research now in progress in the All-India 
Institute of Hygiene and Public Health, Calcutta. 
The investigation, which is the first of its kind 
in India, has been undertaken to assess the extent 
to which the health of a woman is affected by 
the frequency of childbirth and other factors, 
such as nutrition and environmental conditions. 
In order to ensure a correct scientific analysis 
of the subject, data is being collected from differ- 
ent strata of society. A large number of families 
in Central Calcutta, which is inhabited by a com- 
paratively conservative section of middle class 
Bengalees, have already been examined. Particu- 
lars regarding rural population have been obtained 
from a similar inquiry conducted at Singhur vil- 
lage, in the Hoogly District. After completion of 


the inquiry in South Calcutta, where the standard 
of education as well as living is believed to be 
higher, the Muslim locality in Park Circus will 
be taken up. The investigation for the present 
purpose is confined to Bengalee women only. 


The women workers, who are graduates of Cal- 
cutta University and had to undergo a course of 
special training at the Institute before taking up 
their work, make house-to-house visits, taking 
notes in regard to the number of children a woman 
has, the frequency of childbirth, the food she 
generally eats, ventilation and other aspects of 
the house she lives in, etc. 


The inquiry is being financed by the Indian 
Research Fund Association and is carried out un- 
der the joint supervision of Dr. Mukhta Sen, Pro- 
fessor of Maternity and Child Welfare, and Dr. 
Chandrasekhar, Professor of Statistics of the In- 
stitute. (Indian Information, September 15, 1948.) 


Opportunities for Women in Medicine 


MATERNAL AND CHILD HEALTH PROGRAMS 


VIDENCE OF WOMEN’S interest in the child 
Re mother is the large number of women 
in medicine who have entered the field of 
Maternal and Child Health. It has been interesting 
to analyze the reports from the Federal Security 
Agency of the State Agencies administering the 
services of the Social Security Act. In the Mater- 
nal and Child Health field the position of director 
in 21 instances is filled by a woman physician. 
Twenty-four positions are held by men, with 8 
vacancies at the time of the report; thus almost 
50 percent of these positions are filled by women 
doctors who constitute on an average about 5 per- 
cent of all doctors. The percentage is not so favor- 
able in the Crippled Children’s Services where 12 
positions are filled by women physicians as com- 
pared with a total of 24 positions filled by men 
and 11 positions filled by persons other than 
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physicians. There were 6 unfilled vacancies at the 
time of the report. Although it might be interesting 
to speculate on the factors contributing to this 
high representation of women in these services, 
probably the eventual reason would resolve itself 
into woman’s primary interest in the child, the 
rearing of healthy children, and the role that the 
mother plays in such rearing. The opportunities 
in the field of public health, especially health re- 
lated to children and mothers, are numerous at all 
levels, local, state, and national. 

Opportunities are also available in the field of 
mental health. Information regarding these posi- 
tions may be obtained by writing to the Federal 
Security Agency, Public Health Service, Washing- 
ton 25, D. C., for Mental Health Series No. 2, 
entitled “Training and Research Opportunities 
under the National Mental Health Act.” 


—H. E. THELANDER, M.D. 
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EDITORIAL SECTION 


WORLD HEALTH DAY 
July 22, 1949 


BROCK CHISHOLM, M.D. 
Director-General of World Health Organization 


uty 22 marks the third anniversary of the 

signing of the WHO Constitution by 61 

nations. In accepting without reservation 

terms of that “Magna Charta of Health,” 
the governments of practically all the countries of 
the world signified their determination through 
the fullest co-operation, to insure to every human 
being the highest possible level of health, health 
being defined as “complete physical, mental and 
social well-being, and not merely the absence of 
disease or infirmity.” 


The World Health Organization, which came 
into being officially during the summer of 1948, 
is dedicated to the principle that no individual 
can be safe as long as disease prevails in any part 
of the world; that through increased international 
action, making use of the modern discoveries of 
science and medicine, man can be freed from his 
age-old scourges; and that such co-operation is 
essential to the building of a peaceful, healthier 
and happier world. 


The paramount prerequisite for the attainment 


of those goals is the active participation of every 
man, woman and child, wherever they live, to 
whatever political, economic and social system they 
belong. Health cannot be given as a gift. It 
must be obtained through constant vigilance and 
unceasing action. It is a sacred responsibility for 
each individual to stand wholeheartedly behind 
his own administration in carrying out its instruc- 
tions and in supporting its efforts to promote his 
own health through raising the health standards 
of the community at large. 

The World Health Organization is prepared 
to play its part in this undertaking and to provide 
governments and peoples with certain essential 
weapons for the world-wide fight against disease. 
It can do no more than that. It will depend on 
each and every one of us whether, in the terms 
of the WHO Constitution, “the enjoyment of 
the highest attainable standard of health” will re- 
main a dream or will become a living reality. — 

July 22 is being celebrated as World Health 
Day to remind us of our duties with the hope 
and resolve that the challenge shall be met. 


WORLD HEALTH DAY 


HIS DAY IS AN important landmark in the 

‘ annals of medical history for three years 

ago on July 22, 1946, a constitution for 

a World Health Organization was signed by 
representatives of more than 60 governments as- 
sembled in New York for the International Health 


Conference. For the first time in history plans 
were laid down for the establishment of an inter- 
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national health body covering all aspects of health. 
It was recognized that health whether for nations 
or for individuals is no longer possible in our 
shrunken world without teamwork between gov- 
ernments and peoples on a scale vastly greater 
than ever before in history. The WHO constitu- 
tion was adopted unanimously and this document, 
a declaration of the rights of man to freedom 
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from sickness, has come to be known as the 
“Magna Charta of Health.”* The concepts of its 
duties and its responsibilities as an international 
health institute are well stated in the Preamble to 
its Constitution. 

The World Health Organization was to be- 
come a permanent agency of the United Nations 
when this constitution was ratified by 26 states, 
members of the U.N. An Interim Commission 
was set up to prepare for the establishment of the 
permanent organization and to carry on essential 


*Bulletin of the WHO. 


functions in the interval. Finally, on April 7, 
1948, on the deposit of instrument of acceptance 
by the twenty-sixth member of the United Na- 
tions, the constitution of the WHO entered into 
force. 

Today the World Health Organization, with a 
total membership of 61 nations in every part of 
the world, is among the largest of the specialized 
agencies of the United Nations. Since membership 
in the World Health Organization is open to all 
states, the whole of humanity ultimately will be 
represented in it.—A.C.R. 


PREAMBLE TO THE CONSTITUTION OF THE WORLD HEALTH ORGANIZATION 


“The States parties to this Constitution declare, in conformity with the Charter of the United Nations, 
that the following principles are basic to the happiness, harmonious relations and security of all peoples: 


“Health is a state of complete physical, mental and social well-being and not merely the absence of disease 


or infirmity. 


“The enjoyment of the highest attainable standard of health is one of the fundamental rights of every 
human being without distinction of race, religion, political belief, economic or social condition. 


“The health of all peoples is fundamental to the attainment of peace and security and is dependent upon 


the fullest co-operation of individuals and States. 


“The achievement of any State in the promotion and protection of health is of value to all. 


“Unequal development in different countries in the promotion of health and control of disease, especially 
communicable disease, is a common danger. 


“Healthy development of the child is of basic importance: the ability to live harmoniously in a changing 
total environment is essential to such development. 


“The extension to all peoples of the benefits of medical psychological and related knowledge is essential 
to the fullest attainment of health. 


7 “Informed opinion and active co-operation on the part of the public are of the utmost importance in the 
improvement of the health of the people. 


“Governments have a responsibility for the health of their peoples which can be fulfilled only by the provi- 
sion of adequate health and social measures. 


“ACCEPTING THESE PRINCIPLES, AND FOR THE PURPOSE OF CO-OPERATION AMONG 
THEMSELVES AND WITH OTHERS TO PROMOTE AND PROTECT THE HEALTH OF ALL PEO- 
PLES, THE CONTRACTING PARTIES AGREE TO THE PRESENT CONSTITUTION AND HEREBY 
ESTABLISH THE WORLD HEALTH ORGANIZATION AS A SPECIALIZED AGENCY WITHIN THE 
TERMS OF ARTICLE 57 OF THE CHARTER OF THE UNITED NATIONS.” 


MATERNAL AND CHILD HEALTH 


HIS IS ONE of the six top priority pro- 
grams of the World Health Organiza- 
tion. Since this is a field in which women 
physicians have found many opportunities for 
service, and to which they have contributed much, 
we present this special number of the JouRNAL OF 
THE AMERICAN MepicaL WomeEN’s AsSsOCIATION 
—on Maternal and Child Welfare. “It is worth 
noting at this point that practically all the ad- 


vances that have been made (in U.S.) in the pro- 
motion of Maternal and Child Health have been 
initiated as a result of the activities of small 
groups of devoted, determined, intelligent, coura- 
geous, forceful women—for the most part, women 
physicians.” This was written by Dr. Wilson G. 
Smillie in his “Preventive Medicine and Public 
Health” with special reference to Dr. JosEPHINE 


Baker who established the division of child hy- 


).A.M.W.A.—Vot. 4, No. 7 


» 
4 
a 


EDITORIAL SECTION 299 


giene in New York City, the first in the U.S.A,, 
and who later became consultant to the United 
States Children’s Bureau. 


To Dr. Martna Enior, Associate Director of 
the Children’s Bureau at the time of this writing, 
but since June first Assistant Director-General of 
the World Health Organization, the Editors are 
grateful for her interest in this number of the 
Journat, and for her co-operation in assigning 
the task of collecting these reports of Maternal 
and Child Welfare Programs in the United States 


to 


Dr. SaraH Derrrick—Guest Epiror 
Dr. Deitrick has been been with the Children’s 
Bureau, U. S. Department of Labor, since 1936, 
first as regional medical consultant and later as 


Assistant Director for Maternal and Child Health 


in the Division of Health Services. In 1947 she 
was appointed Chief of the Field Operations Sec- 
tion of the Division of Health Services, which 
position she carries at the present time. Before 
she came to the Children’s Bureau she worked in 
the New York State Health Department and be- 
fore that she taught pediatrics for several years 
at the Peking Union Medical College in Peking, 
China. 

In 1943 Dr. Deitrick was loaned for six months 
by the Bureau to the Civilian Food Requirements 
Branch of the War Food Administration and 
served as Director of Maternal and Child Needs 
Division under Dr. Russel M. Wilder, Chief of 
the Branch. Dr. Deitrick’s educational background 
includes a B.A. from Wellesley College, an M.D. 
from Johns Hopkins, and an M.P.H. (Master of 
Public Health) from Johns Hopkins.—A.C.R. 


NEW GOALS IN THE CONTROL OF INFANT MORTALITY 


The extraordinary success achieved in reducing 
the mortality in the hazardous first year of life pro- 
vides one of the proudest chapters in the history of 
the American public health movement. The infant 
mortality rate in our country is now about 32 per 
1,000 live births, or less than one half the rate re- 
corded only two decades ago. There are very few 
countries in the world which surpass ours in safe- 
guarding the lives of babies. 

The improving in infant mortality reflects in large 
measure the progress made in the control of infections 
in early life. In the past two decades, the decline in 
the death rate from pneumonia and _ influenza 
amounted to about 70 percent, for diarrhea and 
enteritis 80 percent, and for the principal communica- 
ble diseases of childhood about 90 percent. The death 
rate among infants from the acute infections together 
has been reduced by nearly three quarters in the 
past 20 years. Considerably less rapid, however, has 
been the fall in mortality from the diseases and condi- 
tions arising during uterine life and at birth. The 
loss of life from these, which include premature 
birth, various congenital disabilities, and injuries at 
birth, has been reduced a little more than one third 
in the period under review. 

As a result of these differences in trend, the 
hazards encountered before and at birth are playing 
a proportionately greater role in the mortality of 
infants. Deaths from these causes, as one would ex- 
pect, are heavily concentrated in the first month of 
life. Thus, at present, about twice as many babies 
die in the first month as in the remaining 11 months 
of the first year. Obviously, in order to reduce 
further the loss of life in infancy, greater attention 
necds to be given to the control of the factors which 
affect the unborn child and to the improvement in 
the quality of obstetrical service. Particular em- 

hasis should be put on the reduction of premature 
Ciothe, which account for about one third of all 
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deaths in the first year of life and for nearly one half 
of the total in the first month. It is encouraging 
that a number of communities throughout the coun- 
try have already made special provisions for the care 
of prematurely born children. 

The infant mortality rate in our country varies 
considerably from one area to another. The Pacific 
Coast, the Middle West, and the Northeast have the 
best records. The rates in the South and the South- 
west are generally very appreciably higher, this is 
true even if the comparison is based on white lives 
alone. The Mountain States have the least favorable 
record of all, the rate in this region being 13/2 times 
that on the Pacfic Coast. 

Nationally, the rate for the colored is 60 percent 
higher than that for white infants. Intensified effort 
to curb the loss of infant life among the colored 
would undoubtedly reduce this large difference in 
mortality between the two races. 

The outlook is bright for further improvement in 
the infant mortality rate among both white and ° 
colored. The advances in medicine and public health 
administration which have already proved so success- 
ful in saving the lives of babies, will continue to be 
utilized, and even more widely than in the past. In 
addition, newer knowledge is rapidly being accumu- 
lated and put into practice. Much is being tearned, 
for example, on the part that faulty nutrition, the 
Rh blood factor, and disease in the pregnant woman 
play in causing congenital disabilities in the child. 
Another factor which will be instrumental in con- 
serving the lives of babies is the program for ex- 
panding public health work in rural areas, including 
the large-scale hospital building project. Altogether, 
it is not extravagant to expect that the infant mor- 
tality rate in our country will be brought down to 
about 25 per 1,000 live births in the next decade. 
[Statistical Bulletin, Metropolitan Life Insurance 
Company, February 1949] 
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MATERNAL AND CHILD HEALTH SERVICE 


THE A.W.H. IN SOUTH CAROLINA 


Te OUTSTANDING PHASE of the work of the 
American Women’s Hospitals Committee 
of the American Medical Women’s Associa- 
tion in the Southern Highlands at the present 
time is the maternal and child health program 
carried on in co-operation with local agencies at 
the Maternity Shelter in Greenville County, South 
Carolina. This program and the “Shelter” itself 
fit into the whole medical scheme of the county, 
including hospitals, child welfare work and other 
services, and might well be taken as a model for 
similar communities throughout the country. An 
efficient service at low cost has been maintained 
since the beginning, and at this time a concise 
statement of just how it was started and developed 
may be in order. 

Dr. L. Rosa H. Gantt whose office was in 
Spartanburg, South Carolina, and whose home was 
across the state line in Polk County, North Caro- 
lina, (both adjoining Greenville County, South 
Carolina) was President-elect of the American 
Medical Women’s Association in 1930 at the depth 
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of the depression. Health conditions in her part of 
the South had gone from bad to worse and she felt 
that the AWH Committee, which had been carry- 
ing on medical relief work in France, Russia, 
Greece, Japan, and other countries for many years, 
should develop a home service. Dr. Elizabeth B. 
Thelberg, a past president of the A.M.W.A. and 
a member of the AWH Committee, was personally 
familiar with conditions in Dr. Gantt’s locality and 
favored her proposal, with the result that a health- 
mobile, a clinic on wheels, was designed and built 
for the AWH, and a rural and mountain medical 
service launched in Spartanburg and Greenville 
Counties, South Carolina, under the direction of 
Dr. Hilla Sheriff, and in Polk County, North 
Carolina, under the immediate supervision of Dr. 


Gantt herself. 


Mrs. Emily P. Nesbitt, a highly qualified nurse 
formerly connected with the AWH in Turkey, 
was employed to assist Dr. Gantt in Polk County, 
North Carolina. Mrs. Nesbitt was a resident of 
Greenville, South Carolina, and had been the direc- 
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A 


tor of a “demonstration” in maternal and infant 
care (including home nursing, etc.) conducted in 
the Parker School District in 1929-30 under a com- 
mittee led by Mrs. J. W. Jervey and assisted by 
Mr. L. P. Hollis, the School Superintendent, and 
others. A few beds for confinement cases had been 
placed in one room of the small frame house be- 
longing to the School District which was used as 
a center for the “demonstration.” This place could 
hardly be called a maternity home or hospital, so 
it was called a shelter. 

The “demonstration” was over and the shelter 
was closed, but the idea lived. Dr. Sheriff and Mrs. 
Nesbitt referred to it repeatedly and finally per- 
suaded the AWH to put it into operation. Part of 
the budget was to be provided locally, but the de- 
pression deepened and by the time the work started 
the only help available was the rent-free house with 
light and water, plus $250 raised by the Junior 
Charities. The following passages are from an 
article written by Dr. Sheriff which appeared in 
the Medical Review of Reviews in May, 1933: 

The second unit of the American Women’s Hospi- 
tals in South Carolina opened in 1932 in Parker Dis- 
trict, Greenville County. Parker District joins 
Spartanburg County and is a compactly settled in- 
dustrial section composed of eighteen large textile 
plants. Some of the mills are closed and a large 
number’ of people are out of employment. It is not 
unusual to find a family of ten children, mother and 
father, existing on the father’s low wages, and he 


may be working only two or three days a week. 
Many families out of employment shift from one 
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empty shack to another, paying no rent and moving 
when ordered to move. There is no standard of liv- 
ing in such circumstances. . . . House after house of 
this kind can be found in making prenatal visits, and 
it is easy to imagine the suffering of women obliged 
to give birth to children in such places. 

“Fecling that the mother and new-born haby pay 
the greatest penalty for these conditions of poverty 
and ignorance, the American Women’s Hospitals have 
concentrated on maternal and infant welfare in this 
section. . . . Four health centers have been organized 
where classes in home nursing and hygiene are con- 
ducted. Fifteen or more intelligent young women 
(Health Aides) are in each of these classes. 

“In September (1932) the American Women’s 
Hospitals opened a maternity shelter in co-operation 
with the Junior Charities. The AWH nurse in charge 
is assisted by Health Aides. Prenatal clinics are con- 
ducted by an obstetrician and women who have no 
means of paying a doctor are admitted to these 
clinics. ‘Those who live in poor, crowded shacks in 
the mill district, or in rural and mountain districts 
within reach, are taken into the Maternity Shelter for 
delivery and kept for ten days.” ° 


These were the conditions under which the 
Maternity Shelter was opened by the AWH. 
Times were hard and it was not easy to secure 
funds throughout the country for medicai service 
overseas and in the Southern Highlands. For this 
reason Mrs. Nesbitt, the director, was employed 
not only to supervise the work but to find local 
support for it. In this she was successful as is. 
shown by the following excerpts from her narrative 
report made in the month of October, 1932. 


“The Shelter is ready and open with one little 
mother and two little babies. . . . It is sort of mar- 
velous how out of almost nothing we have the most 
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delightful little place. I'll add a list of the articles 
given to us—beds, basins, trays, chart racks, pitchers, 
bedside tables, etc. from the City Hospital; boxes to 
make baby beds from the Piedmont Furniture Store. 
The manual training class at Parker (high school) 
made them all the same size. The Red Cross gave us 
the material to cover the boxes and the Health Aides 
made and put the covers on. The Red Cross also 
gave us materials for doctors’ gowns, draw sheets, 
baby sheets, blankets and spreads, pillow cases, and 
night gowns. A friend gave us bedpans, and the 
Parker High School gave us pots, pans, and a steri- 
lizer. The City Hospital sterilizes all our towels, 
gloves, swabs, etc. The Girls’ Friendly Society is 
going to pay for putting in the telephone and a group 
of mothers promises to give a party to help pay the 
monthly bills. We have been promised corn meal, 
potatoes, apples, and cabbage for the winter. We are 
given a quart of milk by a dairy and a loaf of bread 
by a bakery daily. . . . Two laundries are doing our 
washing and an ambulance service is promised... . 
There are many willing hands and hearts. The 
Heath Aides have done all the sewing and we have 
made uniforms to be worn by those who give their 
services. ... This is a charming home to shelter 
mothers safely and kindly.” 


Year after year the shelter improved. An execu- 
tive board of devoted women was appointed. The 
AWH budget was increased and substantial sup- 
port secured from local sources. An effective plan 
of co-operation was adopted and maintained with 
city, county, and state agencies. More nurses were 
employed; equipment was installed; and a wing was 
added to the building for the better care of young 
children. Dr. Charles N. Wyatt, Dr. Gertrude H. 
Holmes, and other physicians have given generous- 
ly of their services. The “one little mother and two 


little babies” have increased by the thousands, and 
in this connection Dr. Hilla Sheriff, who is now 
Director of the Maternal and Child Health Di- 
vision of the State Board of Health of South 
Carolina, recently said: “The Shelter offers nearer 
a complete maternal and infant care program 
than any single institution in the State.” 

Dr. Lonita M. Boggs, pediatrician, followed Dr. 
Sheriff at the Shelter in 1936 and has carried on 
continuously since that time. The fame of the Baby 
Wing and its clinics for children (especially the 


Well Babies Clinic) has spread beyond the state 


borders. Those “two little babies” certainly started 
something worthwhile. Their successors through- 
out the years have been watched over carefully and 
a high degree of health maintained among them. 
The mothers are growing proud of the important 
part they have played in this project and are 
planning a club with membership limited to those 
with babies born and cared for at the Shelter. 


In so brief an outline it is impossible to give due 
credit to groups and individuals who have con- 
tributed to the success of the Shelter. The AWH 
has been fortunate in its superintendents. Mrs. 
Theo D. McCravy, one of the early nurses, suc- 
ceeded Mrs. Nesbitt in 1943. Under her capable 
direction the work has again outgrown its quarters. 
“All we need now” she writes, “is a new building.” 
And this is a modest hope compared with what has 
already been achieved. 

—Esther P. Lovejoy, M.D. 


“The Work ofthe United States Children’s Bureau” 


HIS WAS THE SUBJECT of a talk given by 

Dr. Hester B. Curtis at a meeting of the 

Cerebral Palsy Society of New York City 
on May 18, 1949. Dr. Curtis is on the staff of the 
Children’s Bureau, being Regional Medical Direc- 
tor for the New England States, New York, New 
Jersey, Pennsylvania, and Delaware. 

In 1909 the First White House Conference took 
place, laying the groundwork for the legislation of 
1912 which formulated the Children’s Bureau and 
outlined the scope of its activities in all phases of 
childlife from infant mortality to employment of 
children. State labor laws for children followed 


and in 1914 Illinois passed the first State mother’s 
pension law granting aid to dependent children. 

The first popular bulletin was published in 1913 
on “Prenatal Care,” in 1914 one on “Infant Care” 
appeared. These and many more are re-edited and 
re-issued. 

By 1922, 46 states had divisions of Maternal 
and Child Health Aid. 

Special conferences have been instituted: in 1933, 
one on Care of Dependent Children; in 1938, a 
large one on Better Care of Mothers and Babies, 
and in 1946, one on Cerebral Palsy. White House 
conferences are held at approximately 10 year inter- 
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vals, the first in 1909, and the next is planned for 
1950. In 1946 the Children’s Bureau was trans- 
ferred from the Department of Labor to the Fed- 
eral Security Agency. The Child and Youth Em- 
ployment Program was left in the Department of 
Labor. 

The division of research in child development is 
a clearing house for research in child life. Studies 
are conducted in Emotional Health, Clinical Pro- 
cedures and Health Services. In co-operation with 
the American Academy of Pediatrics and United 
States Public Health Service they have reviewed 
the pediatric services available in the country. 
Dental health programs are evaluated. Vision test- 
ing procedures are studied with the Association for 
the Prevention of Blindness. Standards are estab- 
lished and new publications are studied. 

The division of reports is a basic function and 
is concerned with leaflets, pamphlets, etc. The 
monthly publication is called, “The Child.” 

The statistical division studies trends of various 
conditions. The international co-operative unit serv- 
ices field observation for foreign trainees. The 


social service is concerned with the social well- 
being of children and gives grants for child welfare 
services from foster care, adoption, juvenile 
delinquency, and homemaker services. 

The program planning division is concerned 
with better standards of care, new fields of service, 
advisory committees, etc. 

There are eight regional offices which employ 
a physician, nurse, medical social worker, nutri- 
tionist, and administrator. They act as consultants 
and deal with state health department programs by 
reviewing plans and making money grants. The 
maternal and child health programs in the States 
include child health conferences, school health 
services, maternal health services (including rural 
prenatal clinics and hospital consultation service) , 
and crippled children’s programs including the 
cleft palate cases, the epileptics, and the cerebral 
palsied. 

The chiefs of the Children’s Bureau have been 
Dr. Julia Lathrup, Dr. Grace Abbott, Miss 
Katherine Lenroot, and Dr. Martha Eliot. Dr. 


Leona Baumgartner is the present chief. 


Reported by Margaret S. Tenbrinck, M.D. 


Permanent Council for the Co-ordination 
of International Medical Congresses 


GENERAL CONSTITUENT ASSEMBLY, BRUSSELS, APRIL 4-9, 1949 


Ave ConstiTuENT Assembly of the 
Permanent Council for the Co-ordination 
of International Congresses of Medical 
Sciences was held in the magnificient hall of the 
Palais Ducal, at the Palais des Academies, in 
Brussels, April 4 to 9, 1949. Delegates to this As- 
sembly represented 38 organizations. 

The inaugural meeting was held under the 
presidency of M. Camille Huysmans, Belgian Min- 
ister of Education, who welcomed the delegates. 
Baron van den Straeten-Waillet, Belgian Minister 
of Health; Dr. Brock Chisholm, Director-General 
of WHO; M. Walter H. C. Laves, Assistant 
General Director of UNESCO, and Prof. Maisin, 
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President of the Organization Committee, were 
among those who addressed the conference. 
Professor Maisin recalled the historical back- . 
ground of the formation of this permanent council: 
UNESCO, on March 7, 1947, called together the 
delegates of 17 International Congresses who had 
resumed activities. Dr. Zhukova, who remained 
the soul and the animator of the Organization 
Committee, gave an outstanding report. The 
Foundation Organization Committee was made up 
of Drs. Cavaillon, Martinez Baez, Besancon, 
Cibrie, Gigon, Mayer, Debré, Laignel-Lavastine, 
Weill, and Maisin. This committee’s work was ap- 
proved by the second session of the General Con- 
ference of UNESCO, held at Mexico City in 
1947, and by the Fifth session of the Interim Com- 
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mission of WHO, held in Geneva January 24 to 
February 7, 1948. 


From the beginning, it was decided that the 
aim to be achieved was one of co-ordination and 
not of fusion; it was decided to support the Inter- 
national Organizations and not to amalgamate 
them into a single organization which would be 
difficult to manage. The Co-ordination of Interna- 
tional Congresses is therefore sponsored both by 
UNESCO and WHO and will get moral and ma- 
terial help from them. The temporary Executive 
Committee was made up of Drs. Cavaillon, Debré, 
Dejardin, Maisin, and Paterson. 

After Prof. Maisin’s interesting speech the in- 
augural meeting was closed and the plenary meet- 
ing opened with the report of the Credentials 
Committee. 

The following agenda was then dealt with. 

Prof. Debré was appointed Presiden: of the 
meeting, Prof. Maisin, Vice-President, Dr. Soddy, 
secretary. 

The drafted statutes were adopted with very 
slight modifications. These statutes were approved 
and signed by all the delegates. 

The permanent Council is located at 141 rue 
Belliard, Brussels, and a secretariat at UNESCO, 
19 avenue Kleber, Paris XVI’. The Executive Com- 
mittee is made up of nine members each represent- 
ing a special field of medicine: Dr. Cavaillon 
(Venereal Diseases) ; Dr. Debré (Pediatrics) ; Dr. 
Maisin (Cancer); Dr. Paterson (Radiology) ; Dr. 
Dejardin (Surgery); Dr. Gigon (Internal Medi- 
cine); Dr. de Laet (Forensic and social medicine) ; 
Dr. Ey (Psychiatry). 

The ninth seat was reserved for basic science in 
order to create a link with the International Coun- 
cil of Scientific Unions. The Executive Committee 
will be entrusted with this appointment. 


The task of the permanent Council is to co- 
ordinate the dates and places of Congresses in 
such a way that people interested in scientific and 
medical subjects could attend these meetings with- 
out useless loss of time and money. Besides, the 
Council will grant financial assistance to the scien- 
tific works of the Congresses and organize ad- 
vanced courses during these meetings or in connec- 
tion with them. 

The Council will help medical congresses to 
ensure a high level of efficiency by making avail- 
able to them various services such as translation, 
interpretation, the making of records, the publica- 
tion of proceedings, etc. Furthermore, it will assist 
in arrangements for post-graduate courses during 
congresses so that local physicians would benefit 
from the presence of scientific experts gathered in 
their country from all parts of the world. 

The Council intends to grant subsidies to scien- 
tists wishing to attend medical congresses and will 
help in travel arrangements, transfer of funds, etc. 

Above all, it was stressed both at the inaugural 
meeting and during the discussions at the assembly 
that the Council grouping organizations, whose 
membership would run across national and polit- 
ical boundaries, would promote international con- 
tacts and help to establish true cultural and 
intellectual understanding among peoples. 

The work of the Council is to be financed 
through dues contributed by the non-governmental 
organizations, while WHO and UNESCO will 
contribute the cost of various services. 

The main purpose of the Council created in 
Brussels is to promote closer co-operation in the 
scientific and medical field on a world-wide basis. 


—G. MONTREUIL-STRAUS, M.D. 


Honorary Secretary and Delegate of the Medical 
Women’s International Asscciation 
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BOOK 
REVIEWS 


CLINICAL ENDROCRINOLOGY: For Practitioners 
and Students, y Lawrence Martin, M.D. 
(Camb.), F.R.C.P. (Lon.), Physician to Adden- 
brooke’s Hospital, Cambridge; and Martin Hynes, 


M.D. (Camb.), M.R.C.P. (Lond.), Reader in 
Medicine in the University of Cambridge. Fore- 
word by Sir Lionel Whitby, C.V.O., M.C., M.D. 


F.R.C.P., D.P.H., Regius Professor of Physic, Uni- 
versity of Cambridge. Pp. 207. The Blakiston Co., 
Philadelphia, 1948. 


This small volume is an excellent text in endocrin- 
ology for the medical student and also for the physi- 
cian who wishes to orient himself in the field of 
endocrine disease. The authors have purposely omit- 
ted diabetes mellitus because that subject is already 
covered in standard monographs. As a result of 
that omission and the presentation of factual data 
without verbiage, they have succeeded in condensing 
fundamental endocrine information into a book which 
it is feasible to ask a medical student to read. 

Physiology, pathology, clinical signs and symptoms, 
and treatment are included. The basic facts in each 
of these subdivisions are covered and they are also 
well integrated. All material is up-to-date. The 
references are very incomplete from the point of 
view of the specialist but they are wisely chosen 
and of permanent value from the point of view of 
the student. The book is both readable and well 


organized. 


The sections on 17-ketosteroids and cortins in 
Cushing’s syndrome are not entirely reliable. Hor- 
monal excretion is not the pathognomonic criterion 
it has been taken for in the past, as some very recent 
cases in this country have demonstrated. Menopau- 
sal osteoporosis has been omitted. These are rcgret- 
table but in a field subject to such rapid changes as 
endocrinology, it is amazing that there is not more 
misinformation in 207 pp.! 

The authors are to be congratulated on a very 
discerning piece of work. This is a student text in 
endocrinology which has long been needed and should 
be most serviceable. 


—Dorothy Macy, Jr., M.D. 


ATLAS OF PERIPHERAL NERVE INJURIES. By 
William R. Lyons, Ph.D., Associate Professor of 
Anatomy, University of California Medical School; 
and Barnes Woodhall, M.D., Professor of Neuro- 
surgery, Duke University ex School, Durham, 
North Carolina, Price $16. 339 with illustra- 

tions. W. B. Saunders Co., Phitedetphise 1949. 


Lyons and Woodhall have succeeded in producing 
a long needed book on peripheral nerve injuries. 
Only the tragedy of the late war could make so many 
neurosurgical cases available in a short time and 
keep this controlled material in well organized and 
equipped medical centers. 

The authors have wisely divided their work into 
a careful review of the physiology and histology of 
the peripheral nerve when normal and when severed. 
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They also clear for most readers the terminology of 
nerve structure and nerve pathology which up to 
this time has been very confusing. The endless case 
reports and excellent photomicrographs attest to 
the heavy clinical load that these authors must have 
carried and offer convincing evidence of the myriad 
causes for the formation of nerve lesions in continuity. 

The chapter on nerve suture discusses the advis- 
ability of late nerve repair—approximately 37 days 
after injury—in order to recognize any pathologic 
changes in the nerve ends and thus obtain optimum 
nerve regeneration. The ideal suture material has 
not yet been found but fine tantalum wire swedged 
on appropriate needles is favored. The use of tan- 
talum wrapping of nerve junctions has also proved 
efficacious. Nerve grafts are considered and interest- 
ing studies were made on the use of homografts and 
autografts. 


In summary of this text, it becomes obvious that 
the vagaries of inflicting force may have a train of 
pathologic sequelae impossible to define or interpret 
except in terms of a combined nerve lesion. Only 
the greatest admiration for the joint efforts of these 
authors can be expressed since the work reflects their 
initiative, previous training, dexterity, and sound 
surgical judgment. 


—Alma Dea Morani, M.D., F.A.C.S. 


HOW TO BE HEALTHY IN HOT CLIMATES. 
By Eleanor T. Calverley, M.D., Lecturer on tropi- 
cal hygiene and tropical diseases; Kennedy School 
of Missions of the Hartford Seminary Foundation. 
Price $3.00. Pp. 267 Thomas Y. Crowell Co., 
New York, 1949. 


The author of this book knows whereof she writes 
for she herself has lived and practiced medicine in 
the Orient. It is primarily a common sense presenta- 
tion to laymen of the things anyone should know 
when living in hot climates. 

Practical advice is given regarding all the routine 
health examinations, immunization, passports, equip- 
ment, packing, and the ocean voyage which is pre- 
liminary to residence in the tropics. Consideration 
is also given to the development of a home in the 
tropics which shall be healthful and happy for all 
members of the family. The site of the house, screen- 
ing, sanitary facilities, drinking water, servants, and 
the type, preparation, and safety of foods are all dis- 
cussed frankly and adequately. Especially pertinent 
are the paragraphs relating to the emotional adjust- 
ments which may be required in the new environ- 
ments, the close association with uncongenial person- 
alities in a remote outpost, personal idiosyncrasies 
magnified by the smallness of the foreign community, 
and the absolute need for patience and forgiveness in 
all relationships. 


The chapters on “What to Do in Times of Illness” 
and “Meeting Emergencies” are filled with simple, 
practical instructions, yet in sufficient detail so that 
any intelligent person, no matter how inexperienced, 
should be able to meet a given situation satisfactorily. 

The tropical diseases are discussed briefly as to 
etiology, prevention, and treatment. Throughout the 
book preventive measures are stressed, particularly 
in the use of mosquito nets around beds, the use 
of DDT, the boiling of drinking water, good personal 
hygiene, etc. The appendix has a number of helpful 
tables and recipes for making soy bean milk and 
peanut milk. 

This reviewer feels that every person who slew to 
live in a hot climate should own this small volume 
and refer to it often. 


—Esther Morse, M.D. 
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News of Women in Medicine 


MARTHA M. ELIOT, M.D. 
Medical Woman of the Month 


HE LATEST HONOR to be bestowed upon 

I Martha Eliot is her appointment as As- 

sistant Director-General of the United 
Nations’ World Health Organization. Dr. Eliot, 
who took over her WHO post in Geneva on 
June 1, has resigned from the Children’s Bureau 
which she has served for 25 years. 

Her association with 
the Children’s Bureau 
dated from 1924 when 
she was made Director of 
the Bureau’s Division of 
Child and Maternal 
Health. In 1934, she was 
appointed Assistant Chief 
of the Bureau, and in 
1941, Associate Chief. In 
that capacity she has 
shared responsibility for 
the whole work of the 
Bureau, giving particular 
attention to the Child 
and Maternal Health 
Program. 

Her work in this field 
won recognition in 1948, 
when she was one of the 
recipients of the Lasker 
Awards which are pre- 
sented annually “to men 
and women in the field 
of medical research and 
public health administra- 
tion whose efforts have 
contributed to, or will in 
time result in, the vastly 
improved health status of the peoples of earth.” 

The first woman to be elected as President of 
the American Public Health Association, in 1947, 
Dr. Eliot is at present first vice-president of the 
National Conference of Social Work. The Uni- 
versity of Rochester, New York, awarded her in 
1948 the degree of Doctor of Humane Letters. 

Internationally, Dr. Eliot is well known to lead- 
ers in the public health and pediatric fields in 
many countries. In 1935-36, she studied maternal 
and child health activities in Europe, and was a 
member, during the following year, of a group of 
experts appointed by the health organization of 
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the League of Nations to study nutrition in in- 
fants and children. During the war, she made a 
special study of the evacuation of children from 
target areas in Great Britain. Following the crea- 
tion of the United Nations International Chil- 
dren’s Emergency Fund, Dr. Eliot made two trips 
to Europe to consult with health and welfare offi- 
cials in most of the Euro- 
pean countries on their 
need for help from that 
Fund and their arrange- 
ments for dispensing as- 
sistance to children. 
Work with the World 
Health Organization is 
not new to Dr. Eliot for 
she was one of the lead- 
ers in the group responsi- 
ble for the original plan- 
ning of WHO; and as a 
United States Delegate 
at the original conference 
she was the only woman 
to sign its constitution. 
At the permanent organi- 
zation meeting in Geneva 
in 1948, Dr. Eliot won 
the inclusion of a mater- 
nal and child health pro- 
gram in the operations of 
the WHO and in Janu- 
ary 1949 she was elected 
chairman of WHO’s Ex- 
pert Committee on Ma- 
ternal and Child Health. 
In her new position she 
will be responsible for the work of the Department 
of Operations, which includes the furnishing of 


experts, demonstration teams, and fellowships in 


the world-wide campaigns against malaria, tuber- 
culosis, and venereal disease, as well as the fur- 
thering of maternal and child health, nutrition, 
and environmental sanitation. Two other programs 
might be added, one in general health education 
and one in mental health, possibly with emphasis 
on the anthropological studies of cultural patterns 
with a view to better emotional development of 


children. 
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S. JOSEPHINE BAKER, M.D. 
Pioneer in Child Welfare 


‘© REPORT OF Maternal and Child Wel- 
N= work can be complete without pay- 

ing recognition to Dr. S. Josephine Baker 
who was responsible for the creation of the New 
York City Bureau of Child Hygiene, the first 
official attempt by any government in the world 
to deal with the specific problems of infancy and 
childhood. Born on No- 
vember 15, 1873, in 
Poughkeepsie, N. Y., she 
was the daughter of a 
brilliant lawyer. Her 
mother was an alumna 
of Vassar College, one 
of the students in the 
first class when Vassar 
opened in 1861. Her 
youth was gay and care- 
free, spent happily in 
this college town on the 
Hudson River. But when 
she was 16 her father 
died suddenly and it was 
found that unwise in- 
vestments had reduced 
his fortune. It became 
necessary, therefore, for 
Josephine to support her 
mother and sister and 
give up her idea of en- 
tering Vassar. She de- 
cided upon the profession 
of medicine against the 
advice of friends and rel- 
atives; although in later 
years she could not say 
what had directed her thought at this time to this 
field of endeavor—the opposition she met on all 
sides only made her more determined to pursue 
this profession. Her mother was the only one who 
gave her any encouragement. So Josephine in 1894 
started her medical studies at the College of the 
New York Infirmary, that institution which had 
been founded by another pioneer, Elizabeth Black- 
well, in 1856. Emily Blackwell, the sister of Eliza- 
beth, was the head of the college. She had set 
very high educational standards for her students, 
so that all who were able to pass the final exam- 
inations were exceedingly well trained. Josephine 
Baker graduated second in her class and then in- 
terned at the New England Hospital for Women 
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and Children in Boston. After this she returned 
to New York and opened her office; but the pro- 
ceeds that first year were so small that she ac- 
cepted with alacrity an opportunity to work in the 
New York City Department of Health for $30.00 
a month. Her first assignment was the inspection 
of school children for infectious diseases. Politics 
and graft flourished in 
the health department of 
that period, and Dr. 
Baker, discouraged with 
the futility of her posi- 
tion, was about to resign 
when, in 1902, an able 
Commissioner of Health 
was appointed. Soon she 
was made assistant to the 
Commissioner and in the 
summer of 1908 was 
given an opportunity to 
stage an experiment in 
the prevention of illness 
among the city’s babies. 
The experiment was so 
successful that in Aug- 
ust, 1908, the New York 
City Bureau of Child 
Hygiene was created with 
Dr. Baker as its Chief. 
Many improvements in 
child care were instituted 
and the department be- 
came so well known that 
it served as a model for 
the establishment of sim- 
ilar bureaus of child hy- 
giene in other cities and states and Dr. Baker be- 
came a consultant in this field. She was active in 
the establishment of the United States Children’s 
Bureau in 1912 and was for 16 years a consultant 
on its staff. There were many “firsts” in her life: 
the first woman to earn the degree of Doctor of 
Public Health, the first woman to hold an execu- 
tive governmental position, the first woman to be 
appointed in the professional rank in the League 
of Nations, and the first individual, man or 
woman, to act on the idea that preventive medi- 
cine in baby and child care was a function of 
government. 


: 
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CICELY D. WILLIAMS, M.R.C.P., D.T.M. & H. (Lon.) 


Dr. Williams, who was born in Jamaica, British 
West Indies, had a distinguished career in the 
British Colonial Medical Service and at Oxford 
University before joining the World Health Or- 
ganization in October 1948. 


After obtaining a B.A. degree at Oxford and 

a medical degree at King’s College Hospital, Lon- 

don, Dr. Williams joined the Colonial Medical 

Service and spent seven years in public héalth 

work on the Gold Coast, British West Africa. 
: Later she spent 12 years in Malaya, where she 
was lecturer in Pediatrics at the College of Medi- 

cine, Singapore, and Senior Specialist in Child 

Health in the service of the Government of the 


Federation of Malaya. 


She spent some time also in maternal and child 
health work in Greece. 


Returning to England, Dr. Williams was ap- 
pointed Head of the Child Health Department, 
Institute of Social Medicine, at Oxford Univer- 


sity, which position she left to take up her present . CE sae 
work, Chief of the Maternal and Child Health United Nations Photo 
Section of the World Health Organization. Cicely D. Williams 


LEONA BAUMGARTNER, M.D. 


The appointment of Dr. Leona Baumgartner 
as Associate Chief of the U. S. Children’s Bureau 
has been announced. She will succeed Dr. Martha 
M. Eliot, and her appointment was effective 
June 1, for a period of six months, during which 
time she will be on leave from her present posi- 
tion, Assistant Commissioner, Department of 


Health of the City of New York. 


Dr. Baumgartner comes to the Children’s Bu- 
reau after 12 years of service in the New York 
City Health Department, including work as a Dis- 
trict Health Officer and the direction, for 8 years, 
of that Department’s Bureau of Child Hygiene. 
In addition to her present public health responsi- 
bilities, she is on the pediatric staff of New York 
Hospital, and is Assistant Professor of Pediatrics, 
Public Health and Preventive Medicine at Cornell 
University Medical College. 


Kansas University Alumni gave her their Dis- 
tinguished Service Award in 1947, and she won 
the American Design Award for creative work in 
designs for living for children in 1945. At the 
Leona Baumgartner, M.D. invitation of the French Ministry of Health, Dr. 
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Baumgartner spent some time in that country in 
1945 as an advisor on child health. 

A member of the Executive Board of the Amer- 
ican Public Health Association and chairman of 
its Committee on Child Health, she is also a 
member of the American Academy of Pediatrics 
and of the American Pediatric Society. In addi- 
tion to her medical degree, which she obtained at 
Yale University, Dr. Baumgartner has a Ph.D. 
in public health, also from Yale, and an M.A. in 
bacteriology and immunology from the University 
of Kansas. At Yale, she held the Sterling and 
University fellowship for research; later she spent 
a year of research at the Kaiser-Wilhelm Institute 
in Munich, Germany. 


NEWS NOTES 


Dr. CATHARINE MAcFarLANE has been hon- 
ored with the Strittmatter award for 1949. This 
award is given to “the physician presenting to the 
Philadelphia County Medical Society the most 
valuable contribution to the healing arts in any 
given year.” 

Dr. Macfarlane was chosen from among the 
2500 members of the Society and is the first wom- 
an to be so honored. She is Research Professor of 
Gynaecology at the Woman’s Medical College. 


The award consists of a gold medal and a 
scroll which reads: “To Catharine Macfarlane, 
M. D., F. A. C. S., in recognition of her long and 
continued contributions to Philadelphia medicine 
as gynecologist of international reputation, stimu- 
lating teacher, and civic leader, but especially for 
her pioneer research and wise and able direction in 
the early detection of cancer, which has been so 
fruitful in the fight against this disease.” 

Commenting on this choice, the weekly journal 
Philadelphia Medicine states: 


“The 1949 recipient of the Strittmatter award 
has taken many facts from fundamental knowledge 
and applied them. In evaluating this knowledge 
she has found, as she inevitably would, a number 
of questions still unanswered. She has recognized 
the need for large amounts of data, for all of the 
facts above are not absolute but are statistical ap- 
proximations, some closer and some farther from 
the base line. She has further recognized the time 
element. Such work cannot be done in a day, a 
month, a year; indeed progress is measured in dec- 
ades in this field. Thus to the applied part of her 
work she has added the investigative spirit. Not 
only has she helped many individual human beings, 
but she has added to knowledge. What more can 
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one do in medicine? Our congratulations, not to 
Dr. Catherine Macfarlane, but to ourselves, to all 
peoples, that there is a Catherine Macfarlane who 
has done this job.” 


Dr. Dasney Moon-Apams participated in a 
Seminar on veneral disease held weekly from Jan- 
uary through May at the New York City Depart- 
ment of Health. 

& « 


Dr. JoaAN Fieminc and Dr. Marjorie Mee- 
HAN have been appointed assistant clinical profes- 
sors in psychiatry at the University of Illinois. 
They are teaching in the Central Free Dispensary 
at Presbyterian Hospital, Chicago. 

In Salt Lake City Dr. RutH Kine Cuane has 
won her fight for the naturalization of her daugh- 
ter, Vivian. She is the first woman of Chinese 
descent to obtain citizenship in Utah. 

* Ok 


At the annual meeting of the American Society 
for Clinical Investigation Dr. Mary PETERMANN 
and Dr. H. J. Tagnon of Memorial Hospital 
and the Sloan-Kettering Institute for Cancer Re- 
search in New York reported the isolation of new 
substances from mammalian tissues. One of these 
activates a clot-dissolving factor in blood plasma. 


Dr. Frorence L. Marcus has recently been 
appointed Chief of Maternal and Infant Services 
in the Department of Health, City of Pittsburgh. 
Her undergraduate work was done at the Univer- 
sity of Pittsburgh where she also received her 
medical education. After a number of years in the 
general practice of medicine, and then in pediatrics, 
Dr. Marcus attended the Harvard School of Pub- 
lic Health where in 1948 she obtained a Master’s 
degree in Public Health. This was followed by an 
appointment in the United States Public Health 
Service, with a temporary assignment to the. 
Alaskan Department of Health. ; 


Dr. Dorotrny M. ScHuLLIAN, Curator of Rare 
Books of the History of Medicine Division, Army 
Medical Library, was a delegate to the Second 
Conference of the United States National Com- 
mission for UNESCO which met in Cleveland 
March 31 through April 2. 

* 

Dr. Rosetta SHERWwoop HA tt celebrated on 
March 14 the sixtieth anniversary of her gradua- 
tion from the Woman’s Medical College of Penn- 
sylvania. She was a member of the class of 1889. 
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Dr. Janet Batpwin participated in a radio 
broadcast on “Meet the Experts” on Station 
WNBT. Her subject was “Heart Disease.” 


* * * * 


The National Foundation for Infantile Paralysis 
announces that twenty-one physicians have been 
awarded post-graduate fellowships in the fields of 
scientific research, physical medicine, and public 
health. Seven other physicians have been approved 
for fellowships in the same fields, to be awarded 
later in the year. Among those receiving awards 
are Dr. Etta Mary Georce of Dallas, Texas, for 
training at the New York University-Bellevue 
Hospital. 

Other fellowships will be awarded later in the 
year to Dr. KatHryn J. McMorrow of Detroit, 
Michigan, for training at Columbia University- 
Presbyterian Hospital and New York University 
-Bellevue Medical Center; to Dr. ANN McAvoy 
Birch and Dr. Mirprep Sytvia Seetic both of 
New York City, for study at Columbia University 
School of Public Health. 


* * * * 


Dr. Irza VerTH has been appointed by the 
University of Chicago as Lecturer in the History 
of Medicine in the Department of Medicine and 
the Division of Social Sciences for the academic 
year beginning October 1949. Since late 1947 Dr. 
Veith has been a Consultant to the Army Medical 
Library in the field of oriental medicine. Dr. Veith 
lectured recently to the Seminar of the Clinical 
Departments, Division of Biological Sciences, 
School of Medicine, at Chicago, on Acupuncture 
and Moxibustion. 


* * * * 


“Doctor of Medicine” by Dr. Irma Gross 
Drooz, 1942 graduate of New York University, 
outlines her experiences as student, intern, and 
resident. 


Dr. ANN G. Kuttner, associate professor of 
pediatrics at New York University College of 


Medicine was elected Secretary of the American 
Council on Rheumatic Fever for 1949. 


* * * * 


Recent changes in the New York University 
Medical faculty include the appointments of Dr. 
Macvina Kremer, clinical assistant in psychiatry 
and Dr. CuHartotre Marker as a fellow in 
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pediatrics. Dr. Leta GreeNwoop, assistant in 
therapeutics and Dr. Gertrupe WERNER, assistant 
in psychiatry have resigned. 


* * * * 


The Damon Runyon Memorial Fund has award- 
ed one of the first two fellowships in cancer 
clinical research to Dr. Genevieve Baper. Dr. 
Bader is clinical assistant at the Strang Cancer 
Prevention Clinic, Memorial Hospital, New York. 


* * * 


Dr. CatHryn C. Rotonpo is the new director 
of the Maternal and Child Health Division of 
the Kentucky State Health Department. She suc- 
ceeds Dr. Atice D. CHENOWETH. 


* * * 


Dr. CaTHARINE MACFARLANE was one of the 
honored guests on the program of the centennial 
meeting of the Georgia State Medical Association, 
held May 10-13 at Savannah, Georgia. Her topic 
was “The Detection of Early Cancer by Means of 
Periodic Examination.” 


* * 


Awards for merit were given by the New Jersey 
State Medical Association at the annual meeting 
held in Atlantic City in April for exhibits presented 
by Dr. Rrra Finker and Dr. Sytvia Becker on 
“Endocrine Factors in Infertility,” and by Dr. 
Vircinia WUERTHELE-CasPE and her associates on 
“Mycobacterial Forms in Tumor Cells.” 

Dr. Riva Finkter and Dr. George Cohn had 
an exhibit at the American Medical Association on 
“Carbohydrate Metabolism in Endocrine Dis- 
turbances.” 


* * * 


Women members of the Illinois State Medical 
Society enjoyed a breakfast at the Palmer House 
on May 17 during the annual meeting of the as- 
sociation in Chicago. Miss Miriam Norris spoke on 
“Some Social Problems Presented by the Increasing 
Incidence of Blindness Among Children.” Miss 
Norris is a Medical Social worker on the Univer- 


sity of Chicago Staff. 
x ok 


The Wilmer Ophthalmological Institute of the 
Johns Hopkins Hospital and University met in 
Baltimore April 6 to 8. At this meeting Dr. 
William C. Owens and Dr. Etta UHLER Owens 
presented their findings in the study of blindness 
in the premature infant. 
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NEWS OF WOMEN IN MEDICINE 


WOMAN’S MEDICAL COLLEGE 


Commencement at the Woman’s Medical Col- 

lege, now in its ninety-ninth year, was held on 
June 16. Thirty women received the degree of 
Doctor of Medicine. Dr. Helen B. Taussig, Asso- 
ciate Professor of Pediatrics at the Johns Hopkins 
University School of Medicine, gave the address 
on “Problems of Today and Tomorrow Confront- 
ing Young Doctors.” 
- Dean Marion Fay gave the welcome, and Presi- 
dent Louise Pearce conferred the degrees. Hoods 
were presented by Dr. Ann Gray Taylor, Profes- 
sor of Obstetrics, and the Hippocratic Oath was 
administered by Dr. Mary Dewitt Pettit, Profes- 
sor of Gynecology. 

Dr. Katharine R. Boucot, president of the 
Alumnae Association, awarded citation medals to 
eight fifty-year graduates. Those present to re- 
ceive the medals in person were Dr. Ella Wil- 
liams Grim, Philadelphia, Dr. Jeanette Sherman, 
Philadelphia; Dr. Caroline S. Marshall, Pitts- 
burgh; and Dr. Lillie Rosa Minoka-Hill, Oneida, 
Wisconsin. Among the honored guests present 
was Dr. Dorothy W. Atkinson, President of the 
American Medical Women’s Association, and ex- 
officio Member of the Board of Corporators of 
the College. 


The following prizes were awarded: The Presi- 
dent’s Prize and the Prize in Medicine, both to 
Aileen Schearer Geiger of Reading, Pa.; The 
Dean’s Prize to Bessie Dituri of Los Angeles, 
Calif.; The Prize in Surgery to Gertrude Free- 
man Copperman of Philadelphia; The Elise S. 
L’Esperance Prize, for “work in the cancer field 
by graduate or undergraduate students,” to Dr. 
Cornealia E. Motley, Fellow in Oncology and 
Gynecology. 


Dr. Catharine Macfarlane, Research Professor 
of Gynecology, was named twenty-sixth recipient 
of the Strittmatter Award for 1948. She was the 
first woman to receive this award, given annually 
to the physician “presenting to the Philadelphia 
County Medical Society the most valuable con- 
tribution to the healing arts in any given year.” 
It consists of a gold medal and an engrossed 
scroll which reads: “In recognition of her long 
and continued contributions to Philadelphia 
medicine as gynecologist of international reputa- 
tion, stimulating teacher, and civic leader, but es- 
pecially for her pioneer research and wise and 
able direction in the early detection of cancer, 
which has been so fruitful in the fight against 


this disease.” 
* * 


Among physicians recently honored by the 
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Philadelphia County Medical Society for fifty 
years in the practice of medicine were two mem- 
bers of the Class of 1899, Woman’s Medical Col- 
lege: Dr. Ella Williams Grim and Dr. Janette 
Sherman. 


Dr. Katharine R. Boucot, Associate in Medi- 
cine, Woman’s Medical College, was co-author 
with Dr. David A. Cooper of a paper entitled “A 
Critical Evaluation of Mass X-Ray Surveys” 
given on June 9 before the American Medical 
Association in Atlantic City. Dr. Boucot was re- 
cently made a Fellow of the American College 
of Chest Physicians. 


The 1949 Graduating Class of the Woman’s 
Medical College has inaugurated a Memorial In- 
surance Plan which will provide a generous Class 
Gift to the College at the twentieth reunion of 
the Class. 


* * * 


Dr. Catharine Macfarlane was a guest at the 
ninety-ninth Annual Session of the Medical As- 
sociation of Georgia on May 11. She gave a 
paper on “The Detection of Early Cancer by 
Means of Periodic Examinations.” 


* 


Dr. Isabelle H. Perry has resigned as Director 
of the Department of Oncology, to become full- 
time Executive Secretary of the Sub-Committee on 
Oncology of the Committee on Pathology, Na- 
tional Research Council. Dr. Mildred Pfeiffer has 
been appointed to succeed Dr. Perry as Director 
of the Department. 


Other Faculty promotions include Dr. Mar- 
jory K. Hardy, Clinical Associate Professor in: 
Dermatology and Syphilology; Dr. Jean Crump, 
Professor of Pediatrics in Charge of Allergy; Dr. 
William H. Erb, Associate Professor of Surgery; 
Dr. Lloyd W. Stevens, Assistant Professor of 
Surgery; Dr. William A. Weiss, Associate Pro- 
fessor of Anaesthesiology. 


x 


The Woman’s Medical College also announces 
two new appointments: 

Dr. Irene E. Maher, Clinical Instructor in 
Medicine, as Assistant Dean, effective June 15, 
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1949. Dr. Maher was a graduate of the College 
in 1944. She completed her internship at the 
Philadelphia General Hospital and was appointed 
Fellow in Medicine at the Woman’s Medical Col- 
lege, 1945. 

Miss Alda L. Ditchfield, Director of the School 
of Nursing, effective June 1, 1949. She received 
her training at the Allentown Hospital in Penn- 
sylvania, and her B.S. degree, specializing in 
Nursing Supervision, at the University of Ore- 
gon, and has had wide experience in nursing and 
nursing administration. She has been Assistant 
Director of Nurses of the Medical College of 
Virginia and most recently Director of the 
Nursing School at Riverside Hospital, Newport 
News, Virginia. 

* * 

Annual Alumnae Day was celebrated at the 
Woman’s Medical College on June 15. A lunch- 
eon, honoring the senior class and the fifty year 
graduates, was held. The scientific program was 
an address by Dr. Jane Sands-Robb, Assistant 
Professor of Pharmacology, University of Syra- 
cuse, on “Integration in Cardiac Research.” Dr. 
Robb was a graduate of the Woman’s Medical 
College in 1918, and has spent twenty years in 
heart research. 

A gift of a bas-relief, a reproduction of a 
Fifth Century B.C. frieze fragment depicting 
“Eilethia, Goddess of Child Birth, Protecting 
Mother, Nurse, and Child,” was presented to 
the College by Mrs. Henry S. Drinker of Merion, 
Pa. Its unveiling was part of the afternoon pro- 


gram. 
* * 


OPPORTUNITIES 


TENNESSEE State Department of Health seeks 
trained workers: medical directors are needed for 
the divisions of cancer control, maternal and child 
health, veneral disease, mental hygiene, and vital 
statistics. 

* * * 
RESIDENCIES 

Residencies are available at the Kern General 
Hospital, Bakersfield, California. Chief residencies 
are open to doctors who have had two years’ train- 
ing in the specialty: Internal Medicine, Pediatrics. 
Senior residencies open that require one year train- 
ing in the specialty are: Internal Medicine, Pedi- 
atrics, Obstetrics and Gynecology, Radiology, Eye, 
Ear, Nose and Throat. For further information apply 
to: Mr. John W. Doubenmier, Administrator, Kern 
General Hospital, Bakersfield, California. 


VACANCIES IN INDUSTRIAL HYGIENE 
POSITIONS 
The second annual canvass of vacancies for indus- 
trial hygiene positions in State and local agencies 
was made in March 1949, by the Division of Indus- 
trial Hygiene, Public Health Service. According to 
this canvass, 23 State and local agencies have 46 
vacancies for industrial hygiene personnel for which 


funds are available or are expected to be made avail- 
able. 

Of the 46 current vacancies, 3 are for medical 
director, 1 for assistant director, and 5 others for 
staff physicians. 

Lists of these vacancies giving the name and ad- 
dress of the agency, title of position, and annual 
salary range are available upon request from the 
Division of Industrial Hygiene, Public Health Serv- 
ice, Washington 25, D. C. 


COURSES IN 
PREMATURE CARE PLANNED 


A teaching center for physicians and nurses cover- 
ing the care of the premature infant will be developed 
at the New York Hospital-Cornell Medical school as 
a co-operative venture on the part of the Hospital, 
the State Department of Health, and the United 
States Children’s Bureau. 

It is planned to conduct a series of four intensive 
two-week institutes annually for physicians. The 
course will include lectures, ward rounds, demonstra- 
tions of techniques, and individual conferences cover- 
ing all aspects of medical and nursing care of pre- 
mature infants. This training is intended to prepare 
the physicians to work in premature infant nurseries 
and to assume charge of special centers for their care. 

Four institutes a year, each of one month’s duration 
will also be given for the benefit of nurses 
caring for premature infants in hospitals, and public 
health nurses participating in programs for the care 
of the premature. These one-month institutes will 
serve as a stopgap until teaching facilities permitting 
several courses of three to four month’s duration each 
year can be developed at the New York Hospital. 

It is intended that each four-week institute for 
nurses will overlap a two-week institute for physicians, 
so that a clearer working relationship may be de- 
veloped between physicians and nurses taking part 
in the program, and maximum utilization made of the 
teaching facilities at the New York Hospital. An 
attempt will ~be made to have a physician and a 
nurse from a given institution or locality attend over- 
lapping sessions of institutes for physicians and 
nurses. 

Preliminary plans include a full time nursing in- 
structor. Instructions in the various aspects of 
medical-social work as it relates to the care and 
follow-up of premature infants will be provided by 
the staff of the New York Hospital. Each institute 
will enroll five physicians and five nurses. ‘There will 
be no geographic limitations regarding residence of 
physicians and nurses who wish to participate in the 
course. (From New York State Department of 
Health Bulletin, November 15, 1948) 


J.A.M.W.A.—Vot. 4, No. 7 


bs 

© 
q 
(Ga 

thet 


P.S.1f you'd like details, jot 
“Picker Meteor’ on one of your 
prescription blanks, and senditto 


PICKER X-RAY CORPORATION 
300 FOURTH AVENUE * NEW YORK 10 


1e story (or you can get it 
— | 
am embet Fie 
~ ime 
Q \\ Army ance of the roughes* bail 
\\ 4 perform yndet the signed a 
aan Unit scket de an 
4 ev ame ons 
or feel pride 
a 
& an apP 


A Valuable Adjuvant 


IN 


PERITONITIS 


TREPTOMYCIN has proved to be a valuable adjunct in the prevention and 
treatment of peritonitis in the presence of streptomycin-sensitive organ- 
isms. In some instances, streptomycin in combination with penicillin and a 
sulfonamide has been effective in infections which had failed to respond to 
penicillin alone or to combined penicillin and sulfonamide therapy. 

In general, the best results are obtained with optimal dosages of each of 
these drugs, combined with the proper surgical procedure. 

It is reasonable to predict that with early diagnosis, prompt surgical inter- 
vention, and combined chemotherapy, the mortality rate from spreading peri- 
tonitis may be reduced to virtually zero, except in cases which are moribund 
before appropriate treatment is begun. 


CALCIUM CHLORIDE COMPLEX | 
| MERCK 


MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 


MERCK 
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Pabium is thoroughly 


in crude fiber, palatable, 

economical te pr 

Wate, NO COOKING 
cold. Serve with milk oF 


Of oatmeal, mait syrup, 
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Per, calcium 


lent to prepare, 


There is only one Pablum. It 
was originated in 1932 by and 
is made by Mead Johnson & 
Company. “Pablum’”’ is the 
registered trademark of Mead 
Johnson & Company for this 


pioneer vitamin-and-mineral- 


Pabena was introduced by | 
ee mixed co- | Mead Johnson & Company in 


response to numerous requests 
by the medical profession. 
“Pabena” is Mead Johnson's 
registered trademark for this 
vitamin - and - mineral - enriched 
precooked oatmeal food. 
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MANY PHYSICIANS RECOGNIZE MEAD JOHNSON AND 
COMPANY’S PIONEER EFFORTS IN THE FIELD OF INFANT 
CEREALS BY SPECIFYING “PABLUM”—AND ALSO THE NEW 
PABLUM-LIKE OATMEAL CEREAL KNOWN AS “PABENA” 
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Below is noted a list of the firms who at the present time are advertising in the Jour- 
NAL OF THE AMERICAN Mepicat Women’s AssociaTION. We appreciate their interest 
in our publication and ask-our members to favor them whenever possible. 


Abbott Laboratories Ortho Pharmaceutical Corporation 
Ayerst, McKenna & Harrison, Ltd. Parke, Davis & Company 

Borden Company Picker X-Ray Corporation 

Ciba Pharmaceutical Products, Inc. Schering Corporation 

Coca-Cola Company Smith, Kline & French Laboratories 
Holland-Rantos Co., Inc. Spencer, Inc. 

Johnson & Johnson E. R. Squibb and Sons 

Lanteen Medical Laboratories, Inc. Martin H. Smith Company 

Eli Lilly & Company Swift & Company 

Mead Johnson Company Tampax, Inc. 

Merck & Company, Inc. United Surgical Suplies Company 
Philip Morris & Co., Ltd., Inc. Upjohn Company . 


Winthrop-Stearns, Inc. 


... fo relieve the stain of 
CHRONIC IRREGULARITY 


HEN aberrations of the menses suggest that normal 
function has overstepped the bounds of physiologic 

_ limits—the physician is often confronted with a con- 
dition which proves highly distressing to the patient. 

For such cases (as in amenorrhea, dysmenorrhea, menorrhagia 
and metrorrhagia), many physicians rely on Ergoapiol (Smith) 
with Savin as the product of choice. By its unique inclusion of 
all the alkaloids of ergot (prepared by hydroalcoholic extrac- 
tion), and the presence of apiol and oil of savin—Ergoapiol 
(Smith) with Savin provides a balanced and sustained tonic 
action on the uterus, affording welcome relief in many func- 
tional catamenial disturbances. It produces a desirable hyper- 
emia of the pelvic organs, stimulates smooth, rhythmic uterine 
contractions, and also serves as an efficient hemostatic and oxy- 
tocic agent. General dosage: 1 to 2 capsules 3 to 4 times daily. 


Write for your copy of the new 20-page brochure 
“Menstrual Disorders—Their Significance and Sympt tic T: 


Supplied only in ethical packages of 20 capsules. 


J 


ERGOAPIOL (smith) with SAVIN 


MARTIN H. SMITH COMPANY « 150 LAFAYETTE STREET, NEW YORK 13,N. Y. mark, "MHS" visible 
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WHY MANY LEADING 
NOSE AND THROAT 
SPECIALISTS SUGGEST 


Ris” 
| hange PHILIP 
Ve an : 


Where smoking is a factor in a throat condition, 
the physician may advise “Don’t Smoke.” 

But where the patient persists, many eminent 
specialists suggest “Change to Morris”... 
the one cigarette proved definitely less irritating.** 
Perhaps you too will find it advantageous 

to “Change to Pxitip Morris.” 

For all smokers, Philip Morris 


is by far the wisest choice. 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
119 Fifth Avenue, N. Y. 


*Completely documented evidence on file. 

**Reprints on Request: 

Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngo- 
scope, Jan. 1937, Vol. XLVII, No. I, 58-60; Proc. Soc. Exp. 
Biol. and Med., 1934, 32,241; N. Y. State Journ. Med., Vol. 
35, 6-1-25, No. II, 590-592. 


Triply effective in the therapy 
of diarrhea, Kaopectate* not only 


1 therapeutically adsorbs the 
etiologic agent, but also 


2 protectively coats the inflamed 
mucosa and 


3 physiologically favors resumption 
of normal intestinal motility. 


* Trademark, Reg. U.S. Pat. Of. 
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History of 
Perandren* Reductions 
January, 1939 . . 10% 
June, 1943. . . . 10% 
January, 1947. . . 20% 
August, 1947. . . 35% 
February, 1949 up to 30% 


June, 1949 up to 35% 
*Ciba brand of testosterone 
propionate, U.S. P. 


Behind Perandren Price Reductions 


GAIN in June, Ciba reduced the prices of Perandren by amounts up to 35 per 
A cent. This was the second such reduction in 1949. 


Ciba introduced Perandren in 1936 as the result of the successful synthesis of 
testosterone propionate after years of exhaustive research. Ever since, this product 
has been subjected to a policy of investigation of all phases of its clinical application 
as well as the efficiency of its manufacture. This policy has been supported by large 
investments of money and research effort. 


One result of this broad program has been the data and conservative advice which 
Ciba has been able to place at the disposal of the medical profession. Another result 
has been a gradual increase in manufacturing efficiency with its concomitant savings 
in cost. These savings, together with those which have come from the steadily 
increasing demand for Perandren, have been passed on in large part to the user, in 
conformity with what Ciba conceives to be its responsibility to the medical pro- 
fession and the public. 


Ciba was the first to bring about drastic reductions in the price of testosterone 
propionate. Now Perandren is benefiting many times the original number of 
patients, and, with the announcement of another price reduction, Perandren is less 
than 20% of its original price. 


This is concrete evidence of our adherence to the Ciba policy of sharing economies 
from technological advances with those who enjoy the therapeutic benefits of 
Perandren. the Ciba brand of testosterone propionate. 


JOSEPH S. BATES 
President 


e 
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OF A SENSITIZED BODY CELL 
with an allergen and subsequent release of 
histamine is considered to be the mechanism 
of allergic disorders. 


WITH BENADRYL 


BENADRYL, blocking the action of 
histamine, prevents reaction in cells that 
have been sensitized. Relief of symptoms is 
gratifyingly rapid, usually occurring 
within an hour or two after ‘the first dose. 
And treatment with BENADRYL is simple, 
convenient, and inexpensive. 


BENADRYL has been found highly effective in a wide variety of allergic states, ranging 
from seasonal, such as hay fever, to the non-seasonal, such as acute and chronic urticaria, 
angioneurotic edema, vasomotor rhinitis, contact dermatitis, erythema multiforme, 


pruritic dermatoses, dermographism, serum sickness, food allergy, and sensitization to 
drugs, such as penicillin and the sulfonamides. 


BENADRYL hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available in a variety of 
forms to facilitate individualized dosage and flexibility of administration, including Kapseals®, Cap- 
sules and a palatable Elixir. 


The usual dosage of BENADRYL is 25 to 50 mg. repeated as required. Children up to 12 years of age may 
be given 1 to 2 teaspoonsful of Elixir Benadryl. 
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